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PREFACE. 


'E'HE Author of the following work had observed 
with regret, the slow progress, which, even the 
most assiduous of the Pupils of the College of 
Surgeons, generally made in the acquirement of 
anatomical knowledge. A close consideration of 
the matter led him toapprehend, that this originated ~ 
from some material defects in the established mode 
ef teaching this Science. What these defects are, 
he has endeavoured to explain in the Address pre- 
fixed to this work. Further reflection convinced 
him, that most of the obstacles which retarded the 
progress of the Student: might be removed, by 
devising a plan of instruction, which should point 
out at each step, the practical application of 
anatomical researches to surgical uses. And the 
rapid advances in useful knowlege, made by the 
Pupils, since the adoption of such a plan, have 


served to confirm his opinion of its utility. 


ri PREFACE. 


The following work was undertaken with the 
view of giving additronal eilicacy to an experiment, 
in the success of which, the Author (eels himself so 
deeply interested. It: .was hoped, that such a 
publication would enable the Student to examine, 
for himself, the anatomical structure of the 
parts, by pointing out to him, the best plan of ; 
proceeding in the Dissection; and that it would 
also serve to imprint on his memory, when he retires 
to his closet, what he had seen and learned in the 


Dissecting-room. 


His by no means intended to offer here, a full 
system of what the Author has termed Surgical 
Anatomy. The Anatomy of some parts is altogether 
omitted—in treating of others, he has pointed out 
only some few of their many practical applications. 
fn fact, the present Essay is nothing more than @ 
rough and imperfect sketch; but should the plan 
be approved of, it will not be a difficult matter to 


extend it hereafter into a complete system. 


The plans for making the Dissections have been 
laid down in such a manner, as will enable the 
Student to enjoy, from the dissection of each part 
ona single subject, a connected and comprehensive 


PREFACE, 


view of the structure: so that he may have it in his 
power to form an accurate idea of the various 
relations which the structure of this part bears to 
the phenomena of its diseases, and the modes of 


operation recommended for their removal. 


The publication has been unavoidably delayed to 
this late period of the-season, in consequence of the 
extraordinary share of public duty, which unex- 
‘pectedly devolved upon the author. This circum- 
stance, it is hoped, will also serve as some apotogy 
for the many inaccuracies of compositien to be met 


with in the work. 


Stephen’ s.green, 
April 2d, 1811. 


AN ADDRESS TO THE PUPILS OF THE ROYAL 
COLLEGE OF SURGEONS IN IRELAND, 


On the preparatory Education necessary for the 
Surgical Student, 


{rT requires but little argument to prove, that to 
form a good Surgeon, a good education is the first 
and most essential requisite. For nothing con- 
tributes more effectually either to expand the 
understanding, or to mature the judgment, than an 
early exercise of the intellectual faculties. It 
enables the Student to take more clear and com- 
prehensive views of the facts which occur to his 
observation; it teaches him to deduce from those 
facts, none but logical inferences, and secures his 
reason from the danger of being hurried away by the 
speciousness ef false analogies. But so extended 
is the circle of human sciences, and so short the 
time allotted to preparatory studies, that (even with 
the mest strenuous and best directed exertions, ) the 
sum of general information which can be acquired 
in the carlicst years of life, must necessarily be 
very limited; it is therefore of importance, that 
the earlier studies of those who may be intended 
for any profession, be directed to such subjects as 
will be most subservient to their future pursuits. 
And it is incumbent on the Student, in whose case 
this early attention has been omitted, to remedy the 
& 
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defect with all the diligence he can exercise. Now, 
as some Seiences are very closely connected with 
that of Surgery, while others bear no manner of 
relation to it whatever, I think it my duty to 
prevent as far as in me lies, any waste of time, or 
misapplication of talent in the outset of your pro- 
fessional career, by pointing out to you the several 
sciences which appear to me materially connected 
with the study of Surgery, by explaining their. 
respective importance, by shewing how far each 
may be useful, and marking the line where it ceases 
to be so, 

On the necessity of Classical information, it is 
needless to dwell, because, in fact, no person can be 
admitted a registered Pupil of the College of 
_ Surgeons, until he has undergone a public exami- 
nation in Greek and Latin, pefore the Court of 
Examiners ; but as the course appointed to be read 
for entrance, comprises: little more than Virgil, 
Sallusi, and Horace, im one language ; and Lucian, 
Acnophen, and Homer, in the other, I would 
recommend it to you occasionally, to refresh and 
extend your knowledge of the ¢lassics at your 
lcisure hours. A knowledge of French is scarcely 
less necessary than that of Greek and Latin, for 
many of the most eminent: works on Surgical 
subjects, have been published originally in that 
language, and have not yet been translated imto 
cur own; and fortunately for us, the study of 
French is one which requires neither much time 


‘ 


3 


nor much labour. A slight application for a few 
months,will enable you to read any Surgical author 
in this language, with ¢uliicient facility. 

But, besides a knowledge of the Classics, an 
acquaintance with the Sciences also, is necessary to 
compicte the preparatory education of the Surgeon. 
Aud as the College has not yet. fixed upon a 
scientific, as it has on aclassical course, [shall take 
the liberty of discussing in. order, the several 
sciences which most particularly demand your 
serious attention. . 

No science tends so effectually to strengthen 
the. understanding, and to improve the reason- 
ing faculties, as that of Mathematics;- for it 
requires that complete retirement of the mind 
within itself, that straight-forward, unbroken 
progress of thought, which can alone enable us to 
follow up a long chain of arguments, and arrive 
at a remote conclusion, But besides the important. 
benefits which are thus derived from the cultivation 
of this science, it is also in a great degree, the key 
to most of the other sciences. I would, therefore, 
recommend it you in the first. place, to acquire a 
competent knowledge of Geometry, both for the 
purpose of Improving your intellectual powers, and 
of assisting your studies in the various branches of 
Natural Philosophy. But, allow me to warn you, 
that the direct application of Mathematics to the 
science of Medicine, is altogether impracticable, — 
Our predecessors indeed, dazzled by: the success 
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with which the immortal Newton had applied 
the principles of Mathematics to unfold the laws of 
Nature, conceived the preposterous design of 
making the science of Medicine a subject of 
Mathematical demonstration; and so confident were 
they, that the cure of Medical discases could be- 
made as certain as the solution of Mathematical 
problems, that one of them triumphantly cxclamns, 
“‘ Jam solvi nobile problema, dato aliquo morbe 
invemre remedium.’? An appeal to experiment, 
however, soon taught’ them that the fixed and 
immutable laws of Mathematics were little ap- 
plicable to the science of Medicine: a science | 
heretofore so unfortunately characterized by the 
instability of its principles. | 

Natural Philosophy will be found of great use, 
to explain some of the functions of the anima] body, 
and the laws to which they are subject. Thus it is 
impossible that any person unacquainted with the 
general principles of optics, can form an accurate 
idea of the manner in which vision is performed in 
the natural state of the eye; and he consequently 
cannot clearly comprehend why distinct vision is in 
some persons, confined to objects close to the organ, 
while in others, those objects only which are placed 
at a distance can be seen distinctly. Without a 
knowledge of Acousticks, it is equally impossible 
fer him to comprehend the manner in which the 
pulses of the air, strike upon the tympanum of the 
ear, so as to produce the sensation of hearing. 
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it would be tedious to enumerate all the particular 
instances in which you may apply the principles of 
Natural Philosophy to the study of Surgery. You 
should, however, be careful to apply them with the 
ufmost caution. You should recollect that in the 
animal system, physical laws are often counteracted 
by the superior powers of the living principle. 
From an inattention to this fact, originated most of 
those errors in Physiology and Pathology, inte 
which the great Boerhaave was betrayed. It was 
owing to this, that he conceived, the circulation 
of the blood through the arterial and venous systems 
te be subject to the same laws, which regulate the 
motion of fluids through inanimate tubes. A 
theory which, though perfecily consonant to the 
laws of Hydraulics, is yet totally incompatible with 
the laws of the living system. On these misapplied 
_ principles did he also account for the derangements 
which take place in the circulation from disease, 
and on this fundamental error is built his celebrated 
Theory of Liflammation. 

Chemistry, Gentlemen, affords such a luminous 
explanation of the great Phenomena of Nature, and 
leads to such important unprevements in the various 
arts subservient to human life, that mankind at — 
large, must regard it most as a science at once most - 
highly pleasing, and most eminently useful. ‘To the 
Surgical student in particular, it is of indispensible 
importance. For without a knowledge of the. 
Chemical properties of those substances which he 
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uses in the composition of external applications, 
or of internal remedies, how is it possible for him 
to avoid combining together medicines, which 
though imnocent or useful in themselves, may yet 
by their combination be rendered either dangerously 
active, or totally inert? Thus, if the practitioner 
were to administer flowers of Zine to a child, and 
were at the same time to advise a mixture con- 
taining dilute Sulphuric acid, he would induce 
highly distressing symptoms, by thus combining 
together two medicines—each of which separately 
taken, would have been perfectly mild. On the 
contrary, if he were to combine together Vinegar 
of Squills, and Volatile Alkali, which are each of 
them useful expectorants, for the purpose of m- 
creasing their expectorating powers, he would 
produce a compound much imferior in utility to 
either of the medicines used singly. Nor_is- 
Chemistry of less use to the Surgeon in ad- 
ministering, than in compounding medicines. 
For unless he knows the Chemical combinations 
which a medicine is likely to form with the various 
substances which it may meet in the human body, 
how is it possible fer him to know in any instance, 
that. the effect produced, shall not be the very 
contrary to that intended? For example, Mag- 
nesia is in itself an inert substance with respect 
to the human frame, but should it meet with any 
acid when taken into the stomach, it then becomes 
an active pureative. Now, if a practitioner, from 
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an ignorance of this property, were to administer 
ihe simple substance io a patient, in whose stomach 
no previous acidity exisied, he would in all 
probability, not only fail in the object of evacuating 
the bowels, but might even cause a state of more 
obstirate constipation, than had before prevailed, 
But the advantages which the Surgeon derives 
from the knowledge of Chemistry, are not con- 
fined to the composition and administration of 
medicines: This science is of still more material 
use to him, in clucidating several unportaut 
phenomena of “the animal ceconomy ;° for by 
Chemical analysis, we acquire a mere accurate 
knowledge of the component parts of many sub- 
stances, which are secreted from the general mass 
of the blood, and ledged in various cavities of the 
body. Thus, we learn more clearly the compe- 
sition of urine and of bile; and thus we gain a 
more distinct idea of certain morbid changes which 
take place in these fluids, as in the formation of 
biliary and urivary caleuli. Nor perhaps will it 
be deemed too sanguine a hope,.to expect. that 
Chemistry may one day furnish us with remedies | 
which shall posses the power of dissolving those 
concretions, and thus free mankind from the suf- 
ferings of a most painful disease, and the necessity 
of a most dangerous operation. In a _ werd, 
Chemistry applied to the investigation of any 
phenomena in the animal system, which do not 
strictly depend cn the vital principle, or employed 


§ 


to discover the composition of substances, which, 
though deposited in certain appropriated receptacles 
ef the living body, are yet to be considered as 
not under the immediate influence of the living 
power: Chemistry, I say, applied thus far, will 
not only assist our researches mto the. apbmal 
feconomy, but may also ultimately guide our prac- 
tice to a more judicious treatment. But this is 
the utmost extent of its utility to the healing art. 
Thus far, and no farther, are the principles of 
the one science applicable to the phanomena of 
the other. Here, nature seems to have fixed so 
mmnoveably, the commen boundarics of both, that 
beyond those limits, it appears scarcely possible for 
Chemistry ever to extend her empire over the 
province of Medicine. I know how contrary this — 
is to the prevailing opinion—I well know how 
fashionable it is to lavish on Chemistry the. most 
unqualified praise, and to attribute to it the most 
unbounded utility to the study and practice of 
Medicine; but however popular the study of 
this fascmating science may be, however ardent 
the hopes, and enthusiastic the expectations of its 
admirers, I trust that I shall be able to satisfy 
your ingenuous and unprejudiced minds, that the 
vital properties of the human system, depend not 
en its chemical principles, and that the great 
and complicated operations of the animal ceconomy 
are not subject to the same laws that. govern the | 
minute and detached particles of inanimate matter. 


9 


And if I shail thereby prove the means of pre- 
venting that total disgust, which you would 
naturally conceive to this science, on finding that 
your time and idustry had been thus thrown away, 
upon an attempt no less laborious than impractica- 
ble: I am confident you will do me the justice 
to believe, that so far from being mimical to. this 
beautiful and useful study, 1 am on the contrary, 
strongly actuated by a sincere solicitude for the 
advancement of its real interests. : 

To show how little the science of mutual aifi- 
nities is calculated to elucidate the phanomena of 
animal life, we shall begin with an examination of 
the most simple facts, and from thence preceed to 
an investigation of the more complex. 

For this purpose, we shall in the first place 
consider Chemistry, as applied merely to explain 
the composition and properties of the fluids, and 
the texture and uses of the solids. By chemical 
analysis then we discover, that all our fluids and 
solids (with the single exception of bone) are 
composed of nearly the same chemical principles, 
and that they differ from each other, chielly by 
having those principles'combimed in different 
proportions—bnut how is it possible to suppose, 
that such slight differences in the proportions of the 
same elementary principles, can be the cause of such 
astonishing diiferences in the living preperties?. 
or indeed how is it possible, that any conceivable 
combination of chemical elements can impart any 
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living property whatever? Can any chemical ana- 
lysis teach us, for instance, why the elementary 
particles of animal matter combined in muscle, 
possess the astonishing properties of motion; or 
how those combined in nerves communicate the still 
more surprising properties of sensation. Or canit 
explain to us, Why it is, that both these extraordinary 
agents retain their respective powers during life, and 
yet lose them immediately after death, although no 
alteration in their component principles have taken 
place? If the science of Chemistry then be in- 
sufficient to explain the more simple properties of 
any individual part, how can we expect it to 
elucidate the complicated process of any particu- 
lar function? For example, can Chemistry eluci- 
date the wonderful process of digestion, by which, 
dead vegetable matter is converted into living 
animal matter, and the food taken into the stomach, 
is made to participate in the sensations of the animal 
whose body it nourishes? If then Chemistry can 
neither explain the properties of individual parts, 
nor the process of particular functions—is it from 
this science we are to expect an explanation of the 
vital principle itself—that mysterious principle 
which pervading every part of the sentient system, 
at once directs, sustains, and harmonizes, all those 
wonderful and complicated movements of the 
animal machine ? 

Such are the considerations which induce me 
to think, that the value of Chemistry to the 
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Surgeon is extravagantly overrated by modern 
authors. 

Had these wild ideas of the perfeetibility of 
Medicine, by the aid of Chemistry, remained con- 
fined to the speculations of the theorist, I should 
have passed them over in silence; but when I see 
the crude and imperfect principles of animal 
Chemistry, extensively applied to the practice of 
Medicine, to detect the proximate causes of disease, 
to discover the appropriate remedies, and to ex- 
plain the specific mode in which those remedies 
chemically operate, I feel it my bounden duty, to 
warn you, as strongly as I can, against so dangerous 

a delusion. And perhaps I cannot do this more 
effectually, than by stating to you some few of the 
many cases in which this attempt has been already 
made. The Chemico-Medical Philosophers of 
the French School, a few years since, laid it down 
as the theory of intermittent fever, that the disease 
consists in a general debility of the muscular fibre, 
arising from the defect of gelatin in the constitution, 
‘and from the imperfect fixation of oxygen or 
pure air in the gelatin. From this theory it 
“immediately followed, that the proper remedy was 
to make gelatin the food of the patient, and to 
‘let him enjoy the benefit of fresh air. They there- 
fore resolved to substitute this new medicine with 
the medus operandi, of which, they conceived them- 
selves to be perfectly acquainted, for the established 
specific which cured the dicsase, it 1s true, but 
c 2 
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cured it ina manner tothem inexplicable. They ac- 
cordingly did actually administer jelly for the cure of 
the ague, instead of peruvian bark. And what was 
the success of the remedy? Exactly such as any 
snan of common sense must naturally have antici- 
pated. Thus, by the misapplication of an useful 
science, have these men been induced to abandon 
the established and successful treatment of inter- 
mittent fever, and to adopt a practice perfectly 
inert, founded on a theory perfectly puerile. In 
the same manner, and with nearly the same success, 
have factitious airs been applied to the cure of 
pulmonary consumption, and oxygenated potash to 
‘the cure of lues venerea. 

I have now pointed out to you, the course of pre- 
paratory study best suited to the Surgical Pupil, and 
have taken a general survey of the several sciences 
best calculated to assist either in the improvement of 

‘your understandings, or the advancement of your 
professional pursuits. And if there be any of you so 
unfortunate as not to have enjoyed all the advantages 
of a well-directed carly education, 1 would earnestly 
recommend it to you to’endeavour to supply that 
defect with all practicable expedition, by devoting 
to those studies, the leisure of your Summer months, 
-and bestowing on those various sciences, an ap- 
plication proportioned to their respective import- 
ance. | 

You may perhaps think, that if the time re- 
quired fer those general studies, were devoted 
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solely to the pursuits of your own particular pro- 
fession, it would be more wisely and profitably 
employed. But this opinion is equally narrow and 
unfounded: for be assured, that no man can know 
his own profession perfectly, who knows nothing 
else; and that he who aspires to eminence in any 
particular science, must first acquire the habit 
of philosophizing .on matters of science in 
general, 


PLAN OF STUDY TO BE PURSUED BY THE 
SURGICAL PUPIL. 


HAVING thus taken a view of the scicnces 
necessary to be acquired before you enter on the 
study of Surgery, I shall now proceed to the con- 
sideration of those, immediately subordmate to 
Surgery itself, namely, Medicine, Physiology and 
Anatomy. 

So inseparably connected are the two sciences 
of Medicine and Surgery, that he who hopes to 
practice cither profession with bencfit to his patient, 
or confidence in himself, must take care to 
combine the study of both. It is only from 
the mutual lights which these kindred sciences 
reflect on each other, that the Practitioner can 
reasonably hope to attain either superior sagacity in 
the discrimmation, or superior skill in the treatment 
of disease. , | 

The talent of discriminating diseases, of dis~ 
tinguishing that which is before us, from every 
other to which it may bear any possible resemblance, 
is of all others, the most useful to possess, and the 
most difficult to attain. But it not unfrequently 
happens, that Surgical and Medical Diseases mutu- 
ally assume such a strong resemblance to each 
other, in their symptoms and characters, that it 
becomes a matter of serious difficulty to discrimi- 
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nate between them. In such cases then, the 
practitioner cannot possibly ascertain under which 
of them his patient labours, unless he be perfectly 
acquainted with the characters of both. For 
instance, if a Surgeon unacquainted with medical 
disease, were called to visit a patient affected with 
a recent inflammation of the testicle, he would 
in all probability, at once apply those topical 
and general remedies which the rules of surgery 
direct, instead of first ascertaining whether the 
disease had been preceded by a degree of fever and 
a swelling of the parotid gland. Andthus, by mis- 
taking a mere consequence of Cynanche Parotidea 
for an original disease of the part affected, he might 
scriously endanger both his own character, and the 
hfe of his patient. 

But medical knowledge is no less useful to the 
Surgeon in the treatment than in the discrimination 
of diseases. For it often happens, that a patient 
Jabouring under a surgical complaint, is attacked 
with a medical disease, which though not originally 
conhected with the local injury, may yet act on 
ait insuch a manner, as to produce very material 
changes in its symptoms.’ Under those new and 
alarming appearances, the Surgeon, if ignorant 
of the origin and nature of the constitutional 
complaint, would be led to adopt a pian of treat- 
ment for the surgical disease, unnecessarily severe, 
or absolutely dangerous. Thus a patient labouring 
under a wound of the scalp, may be seized with 
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idiopathic fever; and this disease may produce 
alterations im the wound, resembling those which 
take place when the parts within the skull are 
engaged in the injury. Were the Surgeon under 
those circumstances, ignorant of the causes of 
ordinary fever, he might rashly proceed to the 
operation of the Trepan, an operation in this case 
absoluiely unnecessary, at all times attended with 
considerable danger, and that danger highly aggra- 
vated by the existing state of fever. | 

It may, however, be urged, that the Surgeon oak 
find it more prudent in all medical diseases, to call 
in the aid of a Physician; but to this plan there 
exists an insuperable objection, namely, that in all 
dubious and. difficult cases of mixed disease, an 
ignorance of Surgical diseases must incapa- 
citate the mere Physician, just as much as an 
ignorance of Medical diseases can meapacitate the 
mere Surgeon. Fer instance, if a Physician be 
called to treat the fever which often attends stric- 
tures of the urethra, he might conclude from the 
stallarity of the symptoms, that his patient was - 
attacked by intermittent fever, and would accord- 
ingly pour in bark and other remedies, calculated 
for the cure of that disease, by which the symptoms 
of the fever would be rather exasperated than 
relieved. | 

Since then 1t is copie necessary for the 
benefit and security of the patient, that the Physician 
and Surgeon should each be acquainted with both 
Medical and Surgical diseases; that Surgeon 
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must be inexcusable, who is found to want this . 
combined knowledge. The additional labour 
necessary to acquire it is not great, and the 
Student will be amply recompensed, by an 
exemption from mistakes prejudicial to his pro- 
fessional character, and dangerous to the life of 
his patient. Let it not be supposed, that I would 
inculcate the icea of unnecessarily uniting the 
practice of both Physic and Surgery in the same 
persen ; on the contrary, [am decidedly of opinion, 
that in great cities the Surgeon should never under- 
take the cure of a case purely Medical, nor the 
Physician of a-case purely Surgical. All I mean 
to assert is, that the study of both professions 
should be combined by the man who wishes to 
practice either to the greatest advantage. But 
this knowledge once acquired, the practitioner 
should direct his attention to one branch ex- 
clusively. | ) 
To such of you as intend to devote your pro- 
fessional services to the army or navy, I cannot too 
earnestly recommend an early application to the 
. study of Medicine; for you will find on entering 
into the service, that the principal part of the 
cases committed to your care, belong to the 
class of Medical Diseases, and as in that situa- 
tion there is no possibility of calling in the aid of a 
Physician, the lives of numbers must depend solely 
and entirely on your Medical skill. Study there- 
D 
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fore, all Medical diseases in general, but study 
those with peculiar attention, which are most 
incident to tbe military or naval life. Study then 
not in bocks but in nature—and instead of artfully 
and unconscientiously making yourselves up to pass 
your examination, let it be your care seriously and 
efficiently, to prepare yourselves for the awful 
responsibility that is to devolve upon you. 

Puystioxoay, which comprises a knowledge of the 

living actions of individual parts, and of the various 
ee of the animal system in a state of health, 
must obviously strike you, as bemg of essential 
importance to the Surgeon, For without a know- 
Iedge of the healthy actions and functions, how can 
he know which of them are disturbed by disease ? 
How can he undertake to regulate them when out 
of order? How is he to cheek them when ex- 
cessive—or to rouse them when languid? It is 
impossible for a man ignorant of the op erations and 
resources of the system, to say, that any disease is 
such as cannot be relieved or remedied by the 
operations of the system itself; but that the destruc- 
dion or removal of the diseased part, is the only 
means left to rescue the patient from the ravages of 
this irremediable malady. In erder to acquire a 
knowledge of this science, you must make your- 
selves acquainted with the structure of the various 
parts. For we shall find that the nature of some of 
the functions will be best elucidated, by an investiga- 
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tion of the organs concerned in that function. Thus. 
the structure of the heart, the valves or floodgates 
which are situated in the cavities of that organ, 
aud in the mouths of the large vessels connected 
with it, and the direction in which these valves 
open, show most clearly the course in which the 
blood must necessarily flow. From not attending: 
to the structure of this organ, Physiolegists long 
remained in the dark on this subject, and framed 
the most fanciful and wild hypotheses, until the 
immortal Harvey proved the real course of the 
blood, from the anatomical structure of these parts. 
However necessary it may be to investigate the 
structure of our several organs, it must yet be con- 
fessed, that the Anatomy of any one animal cannot 
explam ail the funetions of that animal’s body; and 
this 1s more especially the case in man, and in the 
higher orders of animals, which have their organs 
composed of a structure more delicate and complex, 
fitting them to produce those numerous and varied 
effects, so difiicult of comprehension. ‘The ultimate 
texture of our organs is often so complex and 
miiute, as to elude the severest scrutiny of our 
senses. Under these circumstances then, we should 
despair of ever arriving at a knowledge of many 
functions of our own body, if we did not reflect, 
that in the inferior orders of animals, as each 
function becomes less perfect, the-organization on 
which it depends becomes more simple. By com- 
paring them together, the corresponding organs ia 
i ee 
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various animals, we can ascertain in what part of 
the organ resides the structure essential to the 
performance of that function—and which are those 
paris that may be considered as only contributing 
to render the function more perfect. But it is 
much to be lamented, that a considerable portion of 
this branch of science is not established on such 
_ secure foundations, but seeks for support from loose 
analogies, or vague hypotheses. You should, 
therefore, carefully weigh the degree of credit 
which is to be attached to each theory in Physiology, 
and allow your practice to be guided only by those 
which are found to be of sterling value. 

Among all those sciences which are subservient to 
the profession of Surgery, Anatomy justly chal- 
lenges the first aud highest rank; it is not only of 
the greatest nmportance, but of the most indispensa- 
ble necessity both to the study aud practice of 
Surgery. It is, in fact, the very basis of all 
Surgical education, the only foundation on which a 
solid superstructure can be raised. But it is much 
to be lamented, that the very science which, of all 
your professional studies, is the most umportaut aud 
indispensable, should be at the same time beyond all 
comprehension, the most difficult and disgusting. 
It is greatly to be regretted, that the Student should 
find itso hard toacquireaknowledgeof Anatomy, and 
the Practitioner should so soon lese that anatomical 
knowledge which had cost him so much time and 
labour toacquire. It may be therefore not without 
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its useto examine, whether a knowledge of this science 
can be acquired with greater facility, or employed 
with greater efiect than at present? Let us for 
this purpose enquire, in what consists this difliculty 
of which we so universally complain. Does it arise 
from the abstruse and complicated nature of the 
subject itself? or is it not rather owing to scme 
radical defect in our method of investigating it? 

That the study ef Anatomy is encompassed with 
many natural and unavoidable difficulties; that the 
science is of vast extent and infinite variety; and 
that the multiplicity and diversity of the objects it 
presents, must at the first view, oppress and bewilder 
the Student—all this I do not hesitate frankly to 
acknowledge. These are, certainly, difficulties 
inherent in the subject, and inseparable from it, 
these are obstacles which nature herself has opposed 
to our progress, obstacles which we cannot remove, 
and which we must therefore only labour to sur- 
mount. : 

But admitting the existence of all those natural 
difficulties in the fullest extent, still 1 cannot help 
thinking, that some of the most formidable evils 
of which we complain, are those we have ourselves 
; created, and that many of the most serious obstacles 
we haye to encounter, are actually those we have 
thrown in our own way. Itis, in fact, our deviation 
from that line of study which the nature of the 
subject points out, that renders a knowledge of 
Anatomyso diflicultto acquire, and almost as dificult 
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to retain; it ts this that obstructs the progress of 
the youthful Student, and excites the apprehensions 
of the experienced Practitioner. 

What the particular defects are in the present 
mode of study, that chiefly contribute to retard the 
acquirement of anatomical knawledge, I shail now 
endeavour to explain. 

In the first place, the authors of all elementary 
systems of Anatomy, describe the various parts of 
the human frame as if all of equa! an ae 
istead of giving to each part, just that degree of 
attention it deserves, and no more. ‘Thus they are 
as full and circumstantial in their descriptions of 
the minute ramifications of an artery or nerve, as | 
in that of the trunk or principal branches; by these _ 
means the mind is overcrouded with a collection of 
so much superfluous matter, and the memory 
over-burdened by the pressure of so much dead 
weight. 7 : 

The language too, in which these descriptions are 
conveyed is no less tedious, than the descriptions 
themselves are trifling, By labouring after a 
minute and unattainable accuracy, tt serves only to 
unpress an idea of, difficulty, where no difficulty 
really exists. 

Another essential mistake is, that of considering 
Anatomy in no other light than as a science in 
itself, distinct and independent of any other, instead 
of considering it as a science altogether subservient 
to the practice of Medicine or Surgery. Hence the 

-_. | 
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inexperienced Student, taught to regard Anatomy, 
without any reference to its uses, views it only as a 
collection of detached and uninteresting facts, and 
a catalogue of barbarous and unmeaning terms, 
Whereas, had he in every step of bis progress, been 
shewn the connexion between the anatomical struc- 
ture of each part, and the surgical diseases and 
operations to which it is subject, he then would 
have had such a lively interest excited in his mind, 
as must have impelled him to overcome the natural 
difficulties of the study, and must have fixed in his 
memory an indelible impression of the structure of 
the parts. | 3 

But the principal and parent error arises from 
misapplication of that which has been of so much 
utility in the study of other sciences, and which, if 
not carried to excess, would have been equally 
useful in this—methodical arrangement. How far 
this principle has proved injurious, and how far it 
has been productive of real advantages, it may be 
of some importance to distinguish. 

The profound and comprehensive mimd of the 
philosophic Bacon, having discovered and demon- 
strated the necessity of methodical arrangement in 
the cultivation of the sciences, Anatomists hastened 
to avail themselves of its advantages; they accord- 
ingly divided this science into several distinct 
branches, as Osteology, Mycology, Neurology, 
corresponding to the different distinct parts of the 
animal frame. These divisions they termed Sys- 
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tems. Each system they described separately, 
without taking any notice in this description of its 
-connexions with the other systems, unless where it 
happened that, that which was the immediate 
subject’ of examination, should have remained 
absolutely unintelligible, without such a reference. 
And succeeding Anatomists have ever since conti- 
nued to tread implicitly in the footsteps of their 
predecessors. By these means we are certainly 
enabled to examine the several parts with an accu- 
racy, and to describe them with a precision before 
unknown. But though the description of each 
particular part be now more perfect, yet the plan is 
still so far defective, that the description of any one 
‘part seldom reminds the Student of any other, the 
examination of any one system seldom leads him to 
trace its connexions and relations with the other 
systems, nor do so many detached views of the 
several parts enable him to take any general and 
connected view of the whole. Thus, the Student 
who has been shewn the distributron of the venous, 
arterial, and nervous systems of the arm, does not 
know how each of them lies with respect to the 
other, at the bend of the elbow, and therefore he 
knows not how he should attempt, in cases of 
aneurism, to pass a ligature round the artery, with- 
out at the same time including its accompanying 
nerve, which communicates sensation to the princi- 
pal part of the limb. Nor can he, in the common 
operation of bloodletting, account for that sharp 
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pain of which the patient particularly complains, 
when the basilic vein is opened, because these 
detached descriptions of the different systems did 
not lead him to observe, that some considerable 
branches of the nerves run down along the face of 
this vein. In short, an attempt to explain the 
nature and structure of the animal machine, by 
dividing the several parts of which it is composed, 
into distinct classes, and then giving only a 
detached and unconnected description of each 
class, without ever consideriug them as the com- 
ponent parts of one organized whole, is, in my 
mind, as preposterous and unavailing, as would be 
an attempt to explain the mechanism of a watch, 
by taking it to pieces, and giving a separate de- 
scription of eyery particular wheel and spring, 
without afterwards attempting to shew by what 
contrivance the one moves the other, or how each 
wheel contributes by its particular motion, to regu- 
late the general movements of the whole machine. 
Is it then to be wondered at, that a plan so little 
calculated to excite industry, or stimulate curiosity, 
a plan which so far from shewing the subservience 
of Anatomy to Surgery, doés not even teach Anato- 
my itself as a distinct science ; a plan whici leaves 
the whole weight to press on the memory, and that 
too, in the most unfavourable manner, should have 
but few attractions for the youthful Student? Is 
it surprising that he should consider the study, of 
dhe science a drudgery rather than a pleasure? 
E | 
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That he should take it up with disinclination, and 
turn from it with disgust? In fact, the Student 
who has been employed in acquiring an anatomical 
knowledge of the different divisions or systems of 
the human body, has but encountered all the diffi- 
culties, without securing any of the-benefits. For 
such a plan of study can neither enable him to form 
a perfect idea of the structure of any part of the 
body ; nor can these partial and detached views of 
the Anatomy, i any degree qualify hin to perform 
a surgical operation. The study of Anatomy too 
generally ends at that point where it begins to be 
useful. os 
While Systems of Anatomy are multiplied be- 
youd number, we have scarcely any elementary 
treatise, the sole object of which is, to describe the 
relative position of the parts, or point out the sub- 
serviency of anatomical knowledge to surgical 
practice. To supply that defect for the pupils of 
this school, is the design of the present work. 
- [fit shall enable you to trace for yourselves in 
the Dissecting-room, those parts which are.most 
necessary to be known; if, when you retire to your 
closet, it shall assist to imprimt on your memory, a 
knowledge of those parts which you had previously 
dissected; if it shall explain to you the different 
operations in Surgery, and demonstrate to you the 
anatemica] principles, on which each step of every 
surgical operation is founded, the views of its . 
author will be fully accomplished, 
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You may possibly think it a defect, that this 
work is not accompanied by platcs; and as it has 
of late become so customary to embellish pro- 
fessional works with splendid engravings, | 
feel it necessary to account for the omission of 
them on the present occasion.—Had they been 
added, the price must necessarily have been too 
extravagant for an elementary treatise. Nor do J 
conceive them essential to you, as the surgical 
pupils in this city, enjoy such unbounded opportu- 
nities of seeing the parts displayed by dissection. 
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ANATOMY OF INGUINAL HERNTA. 


"THE structure of the parts concerned in 
Inguinal and Crural Hernia, has of late, much 
occupied the attention of our most able and in- 
dustrious Anatomists. The very valuable dis- 
coveries which they have made, have led them into 
a most minute detail of the situation, connexions, 
and erigins (as they term it) of the different fascie 
which constitute so material a part in the anatomy 
of those diseases ; but this very great minuteness, so 
necessary {o the description of newly discovered 
parts, appears to be one cause of that embarrass- 
ment and difficulty of f which the Pupil so generally 
complains, when engaged in the study of those 
parts. Fortunately for him, however, the De- 
scription of this piece of Anatomy is much more 
complex, than the Dissection is difficult. 

I have attempted a-description of these parts as 
they present themselves on dissection, observing 
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such an order as may enable the Student at the 
same time, to comprehend the connexions, extent, 
and uses of those parts. In some particulars, I 
have ventured to differ from the received opinions ; 
but I trust, that the descriptions here given, will 
be confirmed by dissection, will elucidate some of 
the obscure parts of former descriptions, and may 
lead to useful practical inferences. Two plates 
have been added, to illustrate the structure, of 
which it was found impossible to convey a clear 
idea, by any verbal description. : 
Mode of Make a transverse incision through the skin, 
ine thedis- ££OM the spine of the lium to the linea Alba, and 
sections a perpendicular one from that to the Symphysis 
pubis, begin to raise the Integuments at the spine 
of the Ilium, where you know the fleshy part of 
the external abdominal muscle lies ; in doing this, 
be careful not to raise along with them a fascia 
which lies between them and the external abdominal 
Fascia Susmuscle, and which is termed the Fascia Superfici- 
san alis; continue the dissection until you have raised 
the skin which covers the upper third of the fore- 
part of the thigh. In this stage of the dissection 
you may observe, that this superficial fascia is not 
confined to those parts which are ordinarily the 
seat of rupture, you may by a little pains, trace it 
up over all the forepart of the body and throat, and 
down upon the thigh. When we come to speak of 
the anatomy of the limbs, I shall point out to you 
what share it has in some of the morbid conditions 


be 


Its extent. 
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to which these parts are subject. Your notice will 

now be attracted by a long and pretty large vein 

lying upon the surface of this fascia, this vein you eer 
see rising through the fascia of the thigh, turning of thearte- 
over the edge of Pouparts ligament, at the distance as 
of an inch and a quarter from the tuberosity of the 

pubis, directing its course towards the umbilicus, 

and as it approaches this point, becoming gradually 
smaller, in consequence of the numerous branches 

which it has given off on each side; this vein is 
accompanied by an artery which is sometimes of 

pretty considerable size, and which is one of the at 
branches of the external pudendal artery. These mee 
vessels then are liable to be wounded in the opera-“* ate 


; operation 
tion for Inguinal, or Crural Hernia; and the for Crural 


division of this vein, and its accompanying artery, cal Hernia 

might yield such an effusion of blood, as would 

embarrass the Surgeon in the commencement of his 

operation, if he chanced to be unacquainted with. 

its source. Now raise the superficial fascia, by Mode of 
. et ee : sais dissecting 

making an incision from the spine of the ilium the Pasca 

to the linea alba, and continue its dissection down oo 

upon the forepart of the thigh, as low as you had 

made the dissection of the skin; cut across the 

fascia where it goes down to cover the penis, and 

reserve the examination of this portion, until you — 

come to investigate particularly the anatomy of the 

genital organs. In raising the. fascia you will 

observe, that it is more closely connected with le tapi 


with Pou- 
Pouparts ligament, than with any other of the sub- pa ligas 
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jacent parts, and that it is also attached to the 
pubis, in consequence of ‘which attachment, it may 

make a Lomiaeatie degree of pressure on Inguinal 
Hernia.—On raising this fascia from the groin, 

you expose to view, the numerous Inguinal lym- 
rae phatic glands. These, lying under this fascia, 
ee will be materially affected by it, whenever they fall 
glands. - into a state of inflammation ; for in this condition 
of those glands, very considerable pain will be 
induced in them, by any posture which will put 

this fascia on the stretch, and hence it is, that 

Effects of patients labouring under inflammation of those 
Thguival glands, will experience an increase of their suffer- 


glands ings when the body is erect, and a mitigation of 
when they 


are Iuflam- them when the fascia is relaxed, either by the body 


uate being bended forward, or by the thigh Buti 
raised upward. | ting 

‘The. external abdominal muscle being thus 

exposed, you often observe near to Pouparts 

Rine of Ugament, two or three bands of tendinous fibres 


external more thick, with intermediate portions more thin 
abdominal ; ea 
mascle. than ordinary, so as to aflord a remote resem- 
blance to the descriptions given of the abdominal 
ring; while in the site of the ring itself, the strue- 
ture of the parts is much more uniform and smooth ; 
Difficult so that}.an unexperienced person cannot readily 
to discover _, 
discover. the real place of the ring in this stage 
aoe of the dissection, Catch with the forceps the 
ow to s ; 
discover spermatic chord, as 1 passes over the face of the 


its piace, . yt : i 
me pubis; gently pull it, and you observe it coming 
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out from under a very thin fascia; pass the handle 

of your koife between this fascia and the chord up 
towards the spine of the lium, and you will per- 

ceive the texture of this fascia gradually to become 
thicker, as you ascend towards theitlium. [1 is this Fascia 
small fascia which passing from one pillar of Seana 
ring to the other, and connecting itself to each, which t "3- 
bad concealed these pillars from your view. This 
membrane nearer to the ilium, is of a ligamentous 
texture, but as it descends it loses of its ligamen- 

tous nature, and degexerates into a cellular struc- !ts extent. 
ture, but may in many subjects be traced for a 
quarter of an inch along the spermatic chord. If 

you now recollect that by frequent distention and re- 

peated slight attacks of inflammation, this cellular cea 
aud tendinous structure becomes thicker ; you will disease. 
understand, that in performing the eperation for 
Inguinal Hernia, you may not, after you have Effects of 
divided the skin and superficial fascia, be able to pee 
discover the abdominal ring. You will therefore - 

not feel embarrassed, when, instead of this opening 

with well defined borders, you find close to the 
surface of the abdominal muscles, the tumour 
covered at its neck, by this igamentous membrane, 

which now, in consequence of thickening and dis- 
tention, is seen to descend perhaps for half an inch 

along the tumour. Consider now, in what manner ce 6 
you can most readily introduce your knife between this step 
the Hernia and abdominal ring; and from the cadet 
present view of the anatomy of the parts, it 1s plain 
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that this will be best effected by dividing this fascia 
about a quarter of an inch below the abdominal 
parietes with cautious touches of the knife. 

From the course in which the spermatic chord is 
seen to rundown along the forepart of the pubis, 
you may infer that, in the old manner of applying | 

Hl effects the pad of the truss upon the external ring, there 

of misap. 

plying the was some danger that the chord would be com- 

“iuSSe pressed between the instrument and the bone. The 
pain caused by this, you must suppose, would be 
very great, and yet it has been submitted to, by: 
some patients, for a length of time, at least, suffi- 
cient to. produce serious diseases of the chord or 
testicle. Observe now, that the spermatic chord 
-does not completely fill the external ring, and that a. 
quantity of loose cellular substance occupies the 
remaiider of the aperture. Next turn your atten- 
tion to the situation of the ring relatively to the - 
pubis, asa familiar knowledge of this will assist 
you in deciding on the nature of many obscure and 
complicated diseases, which occur in the vicinity 
of this part. Beiore you displace the external 
abdominal muscle, make yourself familiar with ihe 

Course of COM Ese of the spermatic chord along Pouparts 

spermatic - 

coord. ligament, as it approaches the pubis. When you 
pull the chord, you can mark its course close to this 
ligament, and can see that it is very loosely con- 
mected to the parts on which it Hes, bya lax cellula 
substance, 
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Now raise the lower part of the external Further 
dissection 
muscle, by making an incision from the spine of of externat 
the ilium across to the linea alba; when you have a 
separated it from the subjacent internal oblique, 
so low down as within one or two inches. of 
Pouparts ligament, you should divide the raised © 
portion by a perpendicular incision, which. shall 
run midway between the spine of the ilium and 
spinous process of the pubis, and shall be continued 
down nearly to the ligament. By this step you will 
be enabled to throw down the external oblique upon 
the forepart of the thigh, and thus gain a view of 
the paris it had covered. Vhe most important of 
these is the spermatic chord ; observe the STOOVE Groove in 
in which part of its course is run; this groove you 4} eed 
‘see is formed anteriorly, by that portion. of the 
tendon which is ‘visible on the external view ; the 
under part of the groove is formed by a folding in poy 
of Pouparts ligament, which passing backwards, is formed. 
fixed to the crest of the pubis or ileo-pectineal line; 
and this is termed the third insertion of the external 
oblique. This third insertion 1s not visible in the 
external view of this muscle, and yet it acts a very 
important part-in Femoral Hernia, as shall be 
explained when treating of the anatomy of this 
species of Hernia...'The united tendons of the 
internal oblique and transversalis muscles form the 
posterior part of this groove. 
The internal.-obligueis seen arising from. the ablignee 
inner surface of Pouperts ligament, so far for- Saagpplar- 
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wards as two-thirds of its length from the spine 
of the ilium; here the spermatic chord passes 
under the edge of this muscle, and here those 
Cremaster muscular fibres, which are termed the cremaster 
muscle, are seen passing down on the face 
of the chord. These are intimately blended with 
the fibres of the internal oblique, so that no very 
marked division between them is to be seen 
naturally, although with the knife we can trace a 
distinction. In this stage of the dissection you will 
observe, that in some points of view, this bundle of 
Apparent- muscular fibres appears to come from under the 
P28 edge of the internal oblique, and to have arisen 
versalis. «from the tranversalis. kn short, this view of the 
parts will enable you to account for the different 
descriptions of the origin of the cremaster, as given 
by some of the most able anatomical authors. 
‘From this view of the parts also, you will perceive 
that the older anatomisis who spoke of the ring in 
the internal oblique, were misled by the intimate 
connexion between that muscle and the cremaster. 
You should now raise the cellular substance from 
the anterior surface of the chord, and thereby gain 
a distinct view of the cremaster along its whole 
Loosely course. Remark. now, the scattered order of its 
connected : ; 
with chord fibres, and what is of more consequence, remark | 
how loosely those fibres are connected with the 
fern 6 chord, and how easily a hernia may cither by 
BS Dit gradual descent, or by sudden protrusion detach 
them from the chord and tunica vaginalis of 
the testicle. 
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Now raise the internal oblique, that you may 
obtain a distinct view of the lower portion of the 
transyersalis muscle, and its relation to Inguinal 
Hernia. The most easy mode of effecting this, To raise 
is to make an incision from the spine of the ilium ore tig 
along its crista, cutting down through the musculax "4° 
fibres until you come upon the circumflexa iliaca 
vein and artery, which, being surrounded by much 
cellular membrane, form at this place a_ very 
marked division between these two muscles; having: 
thus ascertained the depth of the muscular fibres 
which belong to the internal oblique, you proceed 
to raise this muscle, but when you have advanced 
to its tendinous expansion, you will be at a loss to 
ascertain how much of this belongs to each muscle 
respectively. We may therefore say, that the com- Conjoined 
bined tendons of these two muscles, form a common t24os of 


the inter- 
thin tendinous expansion, which passes anteriorly nal oblique 


to the rectus muscle, until it reaches the linea alba, za a 
while its lower edge, leaving Pouparts hgament, is 
stretched in an arched form over the spermatic 
chord, and then inserts itself into the crest of the 
pubis, this insertion being continued onwards even 
to its symphysis. oe 

It must, however, be admitted, that this tendon 
is, in general, so closely connected with the fascia 
transversalis, that no regular, well defined line 
can be observed, as marking the edge of the tendon, 
on the inner side of the chord ;-nor can we say 
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positively, at what point, this tendon ceases to be 
attached to the crest of the pubis. 
Hasnotan Jt has not any opening for transmitting the ayer! 
pening 
for passage matic chord ; but its lower edge stretches over this 
of sperma process, immediately on its passing through the 
internal abdominal ring. 

‘The texture of this tendinous expansion, 1s 

Too weak Not uniform, close, nor strong, from which you 

een will readily infer, that it is incapable of affording 

of bowels. any great security, against the protrusion of the 
howell! through the parietes of the abdomen, 1m- 
mediately behind the external ring; and therefore, 
that we should, in all probability, be more subject 
to Hernia of this deseription, had not this part 
been strengthened by some other means ; these we 
shall describe when speaking of the fascia trans- 
versalis. 

Before you displace the transversalis muscle, 
attend to the course of the spermatic chord, as it 
passes beneath it, and you will perceive, that this 
takes place, at a point still more externally, or 
nearer to the ilium, than the place where it had 
aos under the internal oblique. 

Ve have thus seen, that the spermatic chord 
cctv: Bais under an arch, formed by the edges of the 
al ey, conjoined tendons of the internal oblique, and trans- _ 
“passes. —-yersalis, and not through any aperture in oka 
muscles. | 

The size of this arch, is much more than suffici- 


ent for transmitting the spermatic chord, and we 
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should be liable to frequent protrusions of the ab- 
-dominal viscera, at this point, had this arch been 

the first opening, through which the spermatic 

‘chord was to pass, in its descent to the scrotum. 

— We accordingly find interposed between these yoy the 
- tendons and the abdominal cavity, a fascia which Ys are 


prevented 
lines this arch, and at the same time affords the first one enters 


aperture of that canal, by which the spermatic chord this ., 
is to pass through the parietes of the abdomen. 

For the discovery and description of this fascia 
and its opening, the Profession must ever feel the 
most serious obligations to Mr. Astley Cooper, as. a. 
heretofore our knowledge of the Anatomy of these $°cP"s 
parts lad been incomplete, and consequently our 
operations for the cure of Inguinal Hernia, had 
been founded on uncertain rules, and unnecessarily 
exposed to dangerous accidents. 

The exact description of this fascia, we must re- Fascia 
serve, uutil we are examining the structure of the transver- 
parts engaged in Femoral Hernia ;. at present we = 
shall merely observe, that this is a fascia, which, 
attaching itself to Pouparts ligament and the crest. 
of the pubis, is continued upwards on the anterior 
part of the abdomen, ly ing between the peritoneum 
and the transversalis muscle; in this facia is an 
opening, which Mr, Cooper calls fhe. internal ab- Tihawmds 
dominal ring. his is situated about half an inch gies 
above Pouparts ligament, and its inner edge is mid- 

“way between the spine of the ilium, a the. sym- 
physis pubis, To discover the fascia, cut eautl- 
G2 
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ously through the fibres of the transversalis mus- 


' Cle, and as you raise the muscle, this fascia becomes 


To dissect 


exposed, The opening in the fascia cannot yet be 


the inter. Clearly seen, because a thin cellular substance, 


nal abdo- 
minal ri ing. 


passes from the edges of the opening, along the 
spermatic chord. Make an incision at half an inch 


- anterior to the fascia, round the chord, through 


Obliquity 
or Ingui- 
pal Canal. 


this cellular substance, and then strip it up to- 
wards the fascia. By this proceeding, the ring will 
be plainly seen, with its nner and its lower edges 
well defined and pretty thick, while. its outer and 
upper edges appear yery indistinct and thin. 

Thus you have seen, that the spermatic chord 
passes through the various layers of parts, at points 
not stwasligtald opposite to each other, by which 
structure, the strength of the parictes of the abdo- 
men has been teaeeaelt and the o¢currence of 
Hernia rendered much less frequent. 

The obliquity of this course is such, that the 
length of the canal, along which the chord runs 


among the abdominal parietes, or the distance be- 


tween the internal and external rings, is one inch 
and a half, while the depth of the parietes is not 
equal to a quarter of an inch. In this stage of 
the dissection, you will study well the situation 
of this opening, mark its position, with respect to 
the spines of the iltum and pubis, to Pouparts liga- 
ment, and to the external abdominal ring. Remem- 
ber, that as this is the first part of the parietes of 


_ the abdomen, at which Inguinal Hernia ordinarily 
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begins to descend, so this is the spot, at which you 
are particularly to look for suspected Hernia, either oe “e 
in those who labour under symptoms indicative off ae So 
the discase, or in those whom you inspect for the fsPec*¢ 
service of the army or navy, Again, as the chance 
of curing Hernia by wearing a truss depends on Here pad 
our being able to close up, or restore to its natural . on. 
state, that opening at which the bowel protrudes, it 
is obvious, that the instrument should be made to 
press on this point, or on the internal abdominal 
ring; for pressure applied to any part below this, ang why. 
leaves the mouth of the sac open, and ready to re- 
ceive the viscera on any future exertion, 

Let us now take a view of the relations, which Relative 
the ordinary species of Inguinal Hernia has, to the Postion of 


Inguinal 
different parts in its vicinity. We first observe, Hernia to 


various 
that as the spermatic chord and this species of parts, 
Hernia have the same course, so must they hold 
the same relative position, to the epigastric artery. position of 
You sce that the epigastric artery runs at the inner oe 
edge of the internal abdominal ring, that it lies ACs 
posterior to the fascia transversalis, between it and ae 
the peritoneum, gradually coming up through this this artay 
fascia, until it has arrived about midway, between 
the pubis and the umbilicus; that it here meets the 
lower edge, of the sheath of the rectus, formed by the 
conjoined tendons of the internal oblique and trans- 
versalis muscles, and that insinuating itself between 
the sheath and the rectus, it runs along the pos- 


terior surface of this muscle, Now, as ipo, 
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in the natural state of the parts, lies along the inner 
edge of the internal ring, and as this species of 
Hernia, descends in the same course with the chord, 
‘it follows, that the artery must be on the inner or 
pubic side of every such Hernia, as it is passing 
through the internal ring ; so that, if a division of 
How en. the inner edge of this aperture be made, by carrying 


sip ine the knife in a direction towards the linea alba, this 
pe- 


> Ys ration, artery must inevitably be divided. But when the 


Hernia, having passed through the internal ring, 
has descended to the edge of the transversalis mus- 
cle, it-must at this place, lie anterior to the artery ; 
When free $0 that, if we had occasion to divide the edge of this 
os - muscle, the artery could not be endangered, as it is 
removed out of the reach of the knife, by ihe inter- 
position of the Hernia. 

In short, the epigastric artery can only be wound- 
ed in operations on this species of Hernia, when the 
knife is passed so deep, as to enter into the internal 

abdominal ring, and then carried towards the hnea 
alba, 'To give you some idea of the importance 
which should be attached to Mr. Cooper’ s dis- 
pxetin of the fascia transversalis and internal ring’, 
¥ shall transcribe the sentiments of the celebrated 
Peter Camper on this subject,—* In_herniis, 
‘igitur, inguinalibus, arteria & vena Epigastrica 
‘versus pubem a prolapsis intestinis compellun- 
‘tur, & radicibus suis sub herniis sitee, nullo 

| ‘modo in bubonoceles curatione scalpello at- 
‘ tingi possunt, Suspicor Chirurgos deceptos 


* 
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‘ fuisse magna, & violenta profusione sanguinis, 

: quae ex pudenda externa semper provenit, simul 
‘ac scrotum secundum longitudinem dividitur.’ . 
Next, with respect to the cremaster muscle ; as Fee ise 
this comes off from the lower edge of the internal ponies 

oblique, it must be anterior to the Hernia while 
passing under the edge of the transversalis muscle, 
and therefore the Hernia must either force its way 
through the fibres of the cremaster muscle, or if 
must insinuate itself between it, and the chord on 
which it has lam. The former occurrence, I be- 
lieve, has never been observed ; the latter has so in- 
variably been the case, that the situation of the cre- 
master muscle is one of the means, by which we 
judge of the nature of the Hernia. We must there- 
fore expect, when operating on the ordinary form’ 


of Inguinal Ifernia, to meet with the cremaster, a5 Cremaster, 


one of those parts which coyer the tumour on its at hew, 


anterior surface, and this will invariably happen, gay 
of trre 


whatever may be the relative position of the Hernia, Hernia. 
with the chord. 


From numerous instances, and from respectable Relative ne 
position 


authorities, we learn, that the relative position of spermatic 
the chord and the Hernia, yaries materially in dif- att 
ferent instances. Thus, the entire chord has been Me. 


found to lie, on the anterior surface of the Hernia, Baal 
instead of lying in its more usual, and more natural 
situation, behind the Hernia, ‘The chord has been 
found, as it were, split or divided by the Hernia ; 


its blood vessels running ols ate while the vas 


Chord split 


& 
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deferens ran behind the Hernia. This you ean sa-- 
$i oe tisfactorily account for, if you will recollect, how 
sounted the constituent parts of the chord diverge from 
each other at the internal ring, by the vas deferens 
passing down into the pelvis, while the artery and 
vein run along the edge of the psoas muscle. Hence 
you see the possibility of the chord being: split by 
the Hernia, forcibly pushed down, and thus its vas- 
cular part, may be found lying anterior to the Her- 
nial Sac, while the vas deferens lies behind it; or 
the vas deferens may be on the internal, while the 
blood-vessels run on the external side of the Hernia. 
Other varietics in the position of the chord, have 
Caution in DEED described by Authors. Hence we see what 
the opera- caution is required, when we are cutting through 
tion indi- : : : | 
cated. the parts which cover Inguinal Hernia, lest we 
injure, irretrievably and unnecessarily, the struc- 
ture and functions of the testicle. It must, how- 
ever, be confessed, that the spermatic chord is, in 
general, found to lie behind the Hernia. 
Disedees From the connexion which Inguinal Hernia has 
whichmut with the Spermatic Chord, you must expect that 
Inguinal those diseases to which the Chord is subject, will 
Hernia. bear a resemblance, more or less strong to this form: 
of Hernia. Thus, when water, collects, ina cyst 
on that part of the Spermatic Chord, which lies in 
the Inguinal Canal, forming encysted Hydrocele of . 
Hysroccle the Chord, the appearance and feel of the parts, 
resembles will not be such as to constitute a satisfactory dis- _ 


Inguina 


Hernia, tinction between these diseases. We must then de- 
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pend, a good-deal, upon the history of their origin 
and growth, and also upon their attendant symptoms. 

_ Sometimes the fluid ,of a Lydrocele of the tuni- 
ca vaginalis testis, distends this sac upwards, and ee ae 
raises it even so high, that part, of it shall pass a 
within the external ‘uBeoN te ring ; here the form 
of the diseased parts, and the impulse which each 
receives {rom the abdominal muscles in coughing, 
add to the difficulty of a Diagnosis. — 

Varicocele or enlargement of the spermatic veins, ala 
has been mistaken for Hernia, as both are similarly mistaken — 
affected by posture and exertions.,. But a line of sofia ana 
distinction may thus be drawn, Plate the patient in 1 to he 
a recumbent posture, until the veins have had time distin- 
to unload themselves, then, with the fingers firmly rite 
catch the spermatic chord close to the abdominal 
ring; let the patient now. stand up; and if the dis- 
ease be a Varicocele, the tumor. will soon reappear 
and increase in size, as the veins cannot. now re- 
turn their blood, being prevented by the pressure: 
but if the disease be an Hernia, the tumor cannot 
appear as long as the pressure against the ring is 
kept up. I have known the varicose state of the 
chord, combined with Hernia: this threw great 
obscurity on the nature of the disease, and caused 
great difficulty im remedying it, as the pressure of 
the truss for retaining the Hernia, increased the ob- 
struction In the spermatic veins. 

There is no disease more difficult. to be distin- eines 
cha from Hernia than an inflamed. state of the not passed 


the exter 
rs : nalr ing 
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testicle, which having passed through the internal 
abdominal ring, remains covered by the tendon of 
the externa] abdominal muscle, not having descended 
so low as to escape through the second ring. How 
closely this must resemble a variety of Inguinal 
Hernia may be readily inferred; for the situation 
of the tumor is precisely the same in both cases, 
and the symptoms attending inflammation of the 
testicle, thus situated, exactly correspond with those 
of strangulated Inguinal Hernia. To these diili- 
culties we must add, that the Surgeon is apt, at 
enee, to set down the case as incarcerated Hernia, 
a complaint with which he is familiar, and does 
not suspect the existence of a disease which inust be 
extremely rare. 
Inflamed Inguinal Hernia, may be confounded with in- 
lymphatic : ; F ae 
glands, Hammation of the lymphatic glands in the vicinity 
p<" of the spermatic canal, I do not suppose that any 
Surgeon of competent Anatomical knowledge, could 
mistake it for inflammation of those lymphatic 
glands which lie in the fold of the groin; but an 
enlargement, whether from a venereal, or any other 
cause, of two lymphatic glands which lie on the 
side of the abdomen, as high up, but rather more 
internally than the internal abdominal ring; an en- 
largement of these glands will produce appearances, 
resembling those ef Inguinal Hernia. 

A knowledge of the parts concerned in this dis- 
ease, constitutes the best foundation, upon which we 
can establish uscful and safe rules, for the Surgical 
treatment of Hernia. When we attempt the cure 
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by ihe taxis, as Surgeons technically term it, our y,,;s, 
efforts will be assisted by all those means, which 
tend to encrease the capacity of the abdomen, and 
diminish the resistance of its walls. It is obvious too, 
that the openings through which the viscera have 
passed, should, as much as possible, be relaxed, and 
the intestine be pushed back along the same route, 
by which it had descended. Most of these benefits - 
will be obtained by placing the Patient in a proper bs 
posture, We should therefore lay the Patient on ty a 
his back, with his head and pelvis raised by?" 
pillows, his thighs drawn up towards the abdomen, 
and the knee of the affected side turned inwards. p..., o¢ 
Mark the effects of this posture on the walls of the this on the 
abdomen, and on the apertures through which the a 
Hernia had passed, sehr 

The lumbar vertebre, instead of forming an arch 
with its convexity projecting into the cavity of the 
abdomen, now present a concave surface towards 
that cavity. All the abdominal muscles are re- 
laxed, by their points of origin and insertion, viz. 
the thorax and pelyis bemg made to approach each 
other. | 

While this posture removes every resistance 
which might be offered by the parietes of the 
abdomen to the return of the viscera; it affords the 
most effectual means of relaxing the borders of 
those apertures through which the bowels had 
escaped, and to a certain degree, relieves them from On the 

= Inguinal 
pressure and stricture, For the pressure of the canal, 
H 2 
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Mode of 


per ferming 


the taxis. 


Direction 
in which 


it is to be 


returned, 
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fascia superficialis is» removed; by this fascia 
being’ relaxed, particularly at the groin. The 
external ring will, in some measure, partake of the 
relaxed state of the external abdominal muscle in 
which it is formed.. The state of the external 
abdominal muscle, and the relaxed condition of 
the fascia lata of the thigh, produce a most com- 
plete relaxation of Pouparts. hgament, which 1s 
now made quite slack. i Fant: this state of the 
ligament, most material benefits arise. For thus 
the arched edge of the conjoined tendons of the 
internal oblique and. transversalis muscles, the 
fascia transversahs and its aperture, the internal 
ring, are all relaxed ; because these museles and 
this fascia are so intimately connected with Pou- 
parts ligament, that the former must partake of 
that state of tension in which the latter is placed. 
Having secured all these advantages by the po- 
sition of the patient, you may now proceed to re- 
turn the viscera. For this purpose, you will grasp 
the tumour with one hand and raise it up towards; 
but not press 1t agaist the abdominal ring, while 
with the two first fingers and thumb of the other 
hand, you compress ‘the ne¢ék of the Hernia, and 
then endeavour to: push it up” ‘in the direction of - 
the Inguinal Canal, viz, towards the spine of the 


Except for lium and slightly upwards. From this line of 
eld Hernia direction you will deviate in old Hernia, because 


in these, the long continuance of the disease tends to 


draw the two rings more and more opposite to each 
other, 
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A small portion of the tumour being returned, 
affords reasonable grounds for expecting that the ee 
rest will follow. But take care that you be notturn when 
deceived by the contents of the Hernia passing back- se 
wards into the upper portion of the serotum, instead D?cK Pot 
of being returned into the cavity of the abdomen. 
You may flatter yourself, on feeling the contents 
of the Hernia recede under the pressure, that ihey 
are returning into the cavity of the abdemen. The frrcrea sig 
elastic state of the tumor ; the facility with which tris decep- 
the lax texture of the scrotum can receive it; the" 
difieulty with which it is made to repass the 
external ring ; and the situation of that ring so 

near to the edge of the pubis, all conspire to render 

this deception more frequent. By such a mistake, aoe 
not oly will the object of the operation be for the or such 
the time frustrated, but the safety of the patient 
will be materially endangered: for the intestines 

raust be here forcibly pressed against the bone of the 

pubis, and thus subjected toa degree of violence 
equally dangerous and useless; but all this mis- 

chief may be avoided by directing the pressure 
upwards and outwards in the line ef the Inguinal 
Canal. | i] ih 

As the best directed efforts must eften fail; 

froma causes which it is wonecessary here to exu- 
merate, let us consider what rues of praetice 
‘the operator can derive from: bis knowledge of 

the anatomy of the parts engaged. in Inguinal 


Hernia, - 
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Before the Surgeon proceeds to this operation, 

Cucum he should recollect the occasional deviation of the 
which spermatic chord from its ordinary position; he 
The neces: Should also recollect that the fascia super ficialis 
es sae is naturally of different degrees of thickness, m 
operation, different individuals; that the cellular substance 
surrounding the spermatic chord, may be muck 
thickened by this disease, or it may constitute but a 

very thin layer. A recollection of all these cir- 
cumstances will impress his mind strongly, with 

the propriety and even necessity of slow, and cau- 

tious proceedings. ‘* Festina lente,’’ is a rule more 
aptlicable to this than to any other operation in 
Surgery. | 

' The Surgeon, when about to perform this opera- 
rie tion, will grasp the tumour behind with his left 
ise: hand, that he may at the same time, make steady the 
parts on which he ts to operate, and make tense the 
integuments, so that they shall ummediately recede 

on being divided by the knife. His first incision 

Extermy (Hrough the skin will begin a little above the 
incision. upper, and be continued down to the lower end of 
the tumour; he will next divide to the same extent. 

the fascia superficialis, but not with the same 
boldness and freedom that he had used with the 

Division of Skin ; he-will pinch up with his fingers or forceps, 
nevicwi,, 2 small portion of it, and make a small hole in this 
raised portion, by cutting it horizontally ; he will 
then introduce a director into the opening, on 

which he divides the fascia, first to the upper end 
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of the external incision, and then changing the 
direction of the instrument down to the lower end 

ofthe tumor. Should any conslerable hameorrage 

occur, from the division of any branch of the 
external pudendal artery, it should now be stopped Hemort 
by pressure with the fingers of an assistant, or ge fiom pu 
secured by a ligature. pty Hopped. 

{n the same manner as he had divided the supet- pivifion of 
ficial fascia, will he divide the cremaster muscle, ©" 
and then that cellular membrane, in which the 
hernial sac had formerly lain loese, hut which now 
serves to connect it closely to the surrounding parts, 
and apparently to censtitute a part ef the protruded 
peritoneum, adding in seme instances considerably 
to iis thickness, and in ethers but very slightly. 

All those parts which remain te be cut after the 
division of the cremaster, should be first opened at How 

the inferior part of the tumor, as this is the most safe the pat 
spot for opening the sac, and as the operator cannot Ye { 
be positive what depth, or how many layers ef parts 
he will have to divide before he penetrates the sac. 

Having come to what he conceives to be the sac, Te onre 
he will now cautiously pinch a portion of it inte ne 
fingers, and rub them on each other, to be certain 
that none of the intestine intervene. flaving cut 
horizontally the raised portion, so as to make an 
opening inte the sac, large enough to admit the 
director, be will pass this into the sac and up te- 
wards the ring, taking care always to keep every Caution is 


introdu- 
part of the groove applied as closely as possible to oe the 


_ direc LOY. 
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ihe inner surface of the sac, lest’ any portion of 
intestine should unfortunately insinuate itself be 
tween them and be wounded by the knife. With the 
probe-pointed knife intreduced on the director, he 
will enlarge the opening in the sac, so that be can. 
introduce his fore finger, and using this as a direc- 
tor he will divide the sac up towards the ring. 
He now searches for the external ring, which will 
be obscured by that small thin tendon, which is 
External Stretched between its two pillars, and spread down 
a 6On the chord to a short distance, this being cauti- 
ously divided, the pillars of the ring become ap- 
parent; Mr. Cooper, whose authority should have 
the greatest weight, advises ‘ that the sac should 
crc not to HOt be divided, higher than to an inch below the 
te divided abdominal ring, as its division near the abdomen 
wy> to the ey ; : 
nag. makes the wound. more difficult to be closed, and 
exposes the patient to greater danger of peritoneal 
inflammation.” 
if the stricture be owing to the pressure of the ten- 
dineus columns which form the external abdominal 
How!o Fing, it 1s then to be divided in the following man- 
wc the ner; the Surgeon passes his finger into the sac as 


stricture 

RAS far as the stricture and then conveys a probe 

excerHa | 

King. pointed bistoury on the forepart of the sac, and 
insinuating it within the ring, cuts through it, in a 
direction upwards, opposite to the middle of the 
sac, and to an extent proportioned to the size of 
the tumor. | 

Bxtent of 7 y ‘ ’ : 

division of  * Lhe dilatation of the rmg should not be larger 


“xternal than sufficient to return the protruded parts, but if 


PLING. 
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should allow them to pass without committing any 
violence by the pressure exerted in effecting their 
return. In general, if the finger can be readily ad- 
mitted into the abdomen by the side of the protru- 
ded parts, the dilatation is sufficiently free.’ 

‘It is best to divide the stricture by passing the 
knife between the ring and the sac, as a larger por- 
tion of the Peritoneum is thus left uncut, and the 

cavity of the abdomen is afterwards more easily 
closed.’ | 
Sometimes however the stricture is not ipa by 
the borders of the external abdominal ring, but is 
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Stricture at 


the internal 


seated at the internal ring, where the pressure is"™- 


made on the protruded viscera by the border of the 
tendon of the transversalis muscle above, and by 
the edge of the opening in the fascia transversalis 
below. In this case Mr. Cooper directs us to act 
thus, ‘ The Surgeon passes his finger up the sac, 


How to be 


‘towards the peti ring, until he meets with divided, 


‘ the stricture, he then introduces the probe pointed 
‘ bistoury with its flat side towards the finger, but 
‘ anterior to the sac and between it and the abdomi- 

‘nal ring, his finger being still a director to the 
‘knife. Thus he carries the knife along the fore- 
‘part of the sac, until he insinuates it under the 
‘ stricture formed by the lower edge of the trans- 


‘ versalis, and internal oblique muscles, and then 


‘ turning the edge of the knife forwards by a gentle 

‘motion of its handle, he divides the stricture suffi- 

‘ ciently to allow the finger to slip into the abdomen 
; ; | 


> Stricture 
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‘ the knife is then to be withdrawn with its flat side 
“towards the finger as it was introduced, to prevent 
‘ any unnecessary injury of the parts." 

‘ The direction in which this orifice is divided 
oe is straight upwards opposite the middle of the 
pe! in- « mouth of the sac, as in this way the Epigastric 

« Artery can scarcely be cut, whatever be its rela- 
‘ tive situation with respect to the sac. 

« An advantage is derived from dilating the stric- 
“ture without cutting ihe sac itself, for there is no 
‘danger of injuring the intestine with the naked 

‘edge of the knife.’ : 

It has been objected to this proposal of Mr. 
Cooper’s, that to effect it the operator should possess 
a more than common share of dexterity combined 
with a familiar knowledge of the anatomy of the 
parts, engaged in this disease ; that the intimate cox- 
nexion which is formed between the sac and the 
surrounding parts, must render the attempt not only 
very dificult, but extremely dangerous when made. 
by men less conversant with anatomy and less prac- 
ticed in the operation. 

Sometimes the stricture 1s seated in the neck of the 
nent Hernial sac; this will be known by the dilatation of 
How dis- the transversalis being. insufficient to liberate the 
ee intestine, and when this is found to be the case, the 

same direction must be given to the incision; this 
‘Wpeatlon operation differing from the foregoing only in this — 
inthiscase. circumstance, that now the knife must be carried 

along the finger, within the sac, a being reais : 
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into the stricture must be turned, so as to present 
its cutting edge to the anterior part of the stricture, 
which can now be readily divided by gently moving 
the handle of the knife forwards and upwards op- 
posite to the middle of the anterior part of the sac. 

It has been already mentioned that the division 
of the parts which form the stricture, should not be 
to a greater extent than is necessary for the easy 
return of the protruded bowels; and that, in genc- 
ral], when the finger can be readily passed into the 
abdomen by the side of the protruded parts, the di- 
latation is sufficiently free. Yet something more Dishculty 
than the free division of the stricture is necessary of return- _ 
to obtain the easy and safe return of the viscera, 7° 1". 
when a large fold of the Intestine is down; for i ea 
I have, on more occasions than one, seen the 
operator embarrassed, by the unexpected difficulty 
and delay, which he has experienced in this step of the 
operation. I have seen him usea degree of pres- 
sure unnecessarily severe, and decidedly injurious. 
Nay, IT have seen him enlarge the incisions which 
were already sufticiently free ; conceiving that the 
dificulties he encountered could only have arisen 
fron a stricture of the surrounding parts, I have 
seen him, I say, after all this delay, embarrassment 
and unnecessary violence, resign the task to one of 
his assistants, whose suggestions, but a few minutes 
before, he had disdained te receive. Now al! these 
difficulties are occasioned by the readiness, with 
which the portion: of intestine just pushed up, is 


12 
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forced out again from the cavity of the abdomen. 
You can see the operator, obviously push up a 
portion of the gut; this he effects with readiness, | 
but the moment he withdgaws his fingers from the 
cavity, you see a portion of the bowel again to 
descend ; whether forced out by the muscular exerti- 
on of the walls of the cavity, or by the elas- 
ticity of the air confined in the intestinal tube— 
again he pushes up the same, or another portion, 
eee and again the same disappointment occurs. Now 
guarding @ll this is to be obviated by attention to this sin- 
titculty. gle and simple rule: push up the gut nearest to 
| the ring, assuring yourself that it has entered the 
cavity of the Abdomen, by passing in your finger 
along with it, retain this portion by holding your 
_ finger on it, until, with those of the other hand, 
you have pushed up a second portion; and in this 
way, support each part as you return it, until the 

whole be replaced. 
We sometimes, though rarely meet with a sae 
A varie'y of this kind of Inguinal Hernia, differing from that 
one already described, chiefly in this cirenmstance; that 
it has not passed through the external ring, but 
lies inmediately under the tendon of the externa 

oblique muscle, 

Anca The appearance of this variety of Hernia, is 
ces of it.-as a fulness, stretching from the site of the in- 
ternal ring along the aeiael canal, down to the 
vicinity of the external ring; this will be increased 
by coughing, sneezing or any violent action of the 
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abdominal muscles. The relative position of this... 
to the neighbouring parts is precisely the same as position of 
that of the more ordinary form of the disease, with rer. 
this single exception, that it has not passed through 
the ring, but remains under the tendon of the ex- 
ternal abdominai rauscle. 

The anatomy of this variety of the disease in- 
dicates the same rules for the ‘Taxis, and for the sisi. 
operationas apply to the ordinary form of Inguinal the opera- © 
Hernia, only, that here you must divide the ten-‘°” 
don which covers the tumor, making a smal] 
opening into it by pinching it up and cutting it 
horizontally ; into this opening introduce a director, 
by which you will be enabled to divide so mnch 
of the tendon as is necessary to bring the tumor 
fully into view. The manner of opening the Sac 
is the same as that already described. The arched 
edges of the internal oblique and transversalis mus- 
cles are then to be divided directly upwards. 

While the more common species of Inguinal 
Hernia escapes from the abdomen by the same a- 
perture at which the spermatic chord begins to pass 
through the walls of this cavity, anether, and less 
frequent: species, forces through those parts which Another 
constitute the thickness of the walls, immediately es 
behind the external abdominal ring; this may be 
termed the Direct Descent. This form of Hernia, rhe direct 
however, is very rare, owing to the position of the “*<"™ 
external abdominal ring, and to the paris placed di- 
rectly behind it, We. observe that this. opening is not 
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Why so ae bounded below, but is partly occupied, by the 


Favee 


portion of the pubis between the spine and angle of 
this bone; towards the linea alba, it is bounded by 
the edge of the rectus muscle. The wall of the 
abdomen immediately behind this ring, consists of 
the conjoined tendons of the transversalis, and in- 
ternal oblique muscles, and of the transversalis 
fascia, the natural strength of which, at this spot, 
is increased by their attachment to the crest of the 
Pubis, and by the connection which the outer edge 
of the rectus has with the fascia transversalis. An 
additional security is derived from two small but 
strong fascia, between which the chord passes; one’ 
of these is the fascia, so often mentioned, which 
stretching from one pillar of the ring to the other, 

fills up all that part of it which is above the 


- spermatic chord. The other, is a strong triangular 


fascia, arising by a pretty broad base from the crest 
of the pubis, anteriorly to the insertion of the in- 


ternal oblique. and transversalis tendons, passing 
- immediately behind the external abdominal muscle, 


until it reaches the linea alba, in which it terminates 


_ by a narrew point about one inch and a-half above 


the pubis. The edge of this fascia which looks to- 
wards the spermatic chord, is slightly grooved or 
hollowed out. When the abdominal muscles, and 
linea alba are stretched, that edge of this ligament 
is seen to vise up from the pubis, and consequent- 
ly to shut up a greater portion of the external ring. 
Another adyantage pies from this ligament is, 


’ 
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©? 
we 


that it strengthens the insertion of the tendons of 

the ternal 6blique and transversalis into the pubis. 

This fascia is delineated, but not marked in plate 

Ist of Mr. Astley’ s, Cooper's Treatise on Inguinal 

Hernia, nor is it noticed in his description. | 
In appearance, this species differs from’ common Appearan- 

Tnguinal Hernia, by being situated nearer to the age 

Penis; its relative position to the neighbour- Relative 

position. 

ing parts, also” differs from what takes place in 

the common form of Bubonocele. For as the 

Epigastric Artery ror ‘to the outer or iliac side of y- Epi- 

the external ring, and. as this Hernia. pushes down. pens au 

directly through er aperture, the artery must ae: | 

on the outer or iliac side of such Hernia. Again, 

the spermatic chord, atthe external ring, is seen. 

covered by the cremaster muscle, and lying close to Of Cre- 

the outer side of the Hernia, but from the place of, NAGS 

this aperture, these parts are receeding from each 

other, the Chord passing outwards and upwards, 

while the Hernia passes directly upwards LO ce: 

the cavity of the abdomen. In this species of ge 

Hernia, the attempt at reduction should be made 

by directing the pressure upwards and a little in- 

wards. ‘The operation by the knife, when necessary, 

is to be performed, as for the ordinary form. of gytracraj: 

bubonocele, with this additional motive of preceed-?*Y eg 

ing with caution, that here the Liernial Sac is not ration re- 

caveted by the cremaster muscle, and therefore the i 

operator will have so much the less depth of parts, 


to cut through before he reaches the LHernial Sac.. 
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HERNIA CONGENITA. 


This species differs from common Inguinal Her- 
nia, in this cireumstauce, that it oecurs while the 
irvine y communication yet remains open between the Peri- 
Congenita. toneum lining the abdomen, and the production of 
this membrane which descends into the Scrotum, 
to constitute the Tunica Vaginalis. Hence we find. 
that the bowels do not push down before them a 
Hernial Sac, but fall into this open process of Pe- 
ritoneum which surrounds the testicle in the Scro- 
tum, and consequently the protruded bowels are 

found in contact with the Testicle. | 
Anatdety The Anatomy of Congenital is nearly the same 
of Hernia with that of the ordinary species of Inguinal Hernia. 
snsei'- he Spermatic Chord, always lies behind the Her- 
nial Sac. The Testicle, involved in the contents 
of the Hernia, cannot be clearly distinguished. 
This species of Hernia is particularly lable to be 
sweet ot mistaken for Hydrocele; being sometimes combined 
ah Hae with a quantity of water, which, falling from 
the Abdomen, into the lower part of the tumor, 
renders it transparent, and gives the idea of the 

~whole being au Hydrocele. 

Hoe tei T his complication of disease, yay be known by 
distin. returning the whole contents into the cavity of the 
susiel- Abdomen, when the patient is in a horizontal 
posture; then putting the finger against the abdo- 
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minal ring, the water will slip by it, and fall 
down into the Scrotum, producing a transparent 
tumor, or true Hydrocele; after which, if the 
pressure of the finger be a little lessened at the 
ring, and the patient desired to cough, the In- 
testinc, and Omentum, will be felt falling down 
into their former situation. 

This mode of discriminating, however, cannot 
be employed when an adhesion exists between the mien 
testicle and the contents of the Hernia. The mode applicable. 
of effecting the Taxis, and of performing the 
operation, is the samme as that for ordinary Inguinal Peculiarity 
_ Hernia; with this exception, that so much of the stabi 
tunica vaginalis should be left unopened, as will 
be sufficient to cover the testicle completely. 


Having treated of the Anatomy of Inguinal 
Hernia, the kind of rupture most frequent in 
males, I shall now proceed to the Anatomy of 
Crural Hernia, to which females principally are 
hable. 


Difficulty 
of the sub. 
ject. 


Causes of 
this diffi- 
culty. 


Mede of 
commen. 
cing the 
dissection, 
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E have too frequently had occasion to remark 
how much Surgical Students complain of the diffi- 
culty which they encounter, in acquiring a know- 
ledge of the Anatomy of the parts concerned in 
this disease. ‘These complaints it must be admitted, 
arise in some degree from the complicated struc- 
ture of the parts; in some degree also from the pro- 
lixity and minuteness of detail into which those who 
describe newly discovered parts, almost necessarily 
descend. ‘The principal and most fruitful source, 
however, of these difficulties, appears to be the want 
of a systematic plan of examining these parts, so 
as to obtain from a single dissection, a connected 
view of their several relations to this disease. 

The following mode of making the dissection, 
appears to me best calculated to attain this desira- 
bie end. | 

Cut through the Abdominal Muscles and Peri- 
toneum, by an incision extending from the spine of 
one Hium to that of the other. Divide the muscles 
of the opposite sides by an incision through the 
linea alba, down to the Pubis. Turn down the 
Abdominal Muscles of each side, upon the top of 
thigh; pass your finger along the inner side of the 
Iliac Vein, towards the limb, and when it has — 
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reached to the Abdominal Muscles, you will feel 
ity entering into an opening which leads from the 
Abdomen to the top of the thigh. The finger 
cannot enter farther than half an imeh, through 
this opening in that direction. This is the open- 
ing through which crural Herniew pass from the 
cavity of the Abdomen, and at this opening only 
can the bowels -escape to constitute this species of 
the disease; contrary to what happens in Inguinal 
Hernia, where the bowels may escape from the 
Abdomen, at two points, viz. either by entering the 
Internal abdominal ring, along with the spermatic 
chord, or by forcing their way through those parts 
“which lie immediately behind the external abdomi- 
nal ring. ‘This aperture then, the only ene through ee 
which Crural Hernia can protrude, is called the ring. 
Crural Ring. To prevent any confusion arising 
from the similitude of names, observe that Pouparts 
ligament lias occasionally been termed the Crural crural 
Arch. Before you disturb any part, study well the Shc 
situation of this opening, its relation to the vessels 
and other important parts in its vicinity. Re- 
mark then, that the femoral vein forms the boun- 
dary of this opening, on the iliac side, observe yowpoun- 
through the peritoneum, the epigastric artery and ¢¢- 
vein running at the outer or Iliac side of this open- 
ing, and distant from it about half aninch. The 
spermatic chord in the male, or round ligament of 
the uterus in the female, enters into the interns! 
‘abdominal ring, immediately on the outer side of 
K 2 
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bape the episgastric artery. The vas deferens lies on 
ae the outer or iliac side of this opening. The um- 
Artery. bilical artery lies nearly one inch to the pubie side 
of the crural ring. 
How tore. Now proceed to remoye the peritoneum, in 
move the order to gain a more distinct view of those parts. 
Peritone- : ; 
um, For this purpose cut through this membrane by 
an incision commencing at the spine of the ilium 
and carried across the iliac muscle, and here begin 
to raise the peritoneum. When you come near 
to the spermatic chord or round ligament of the 
uterus, carefully separate this membrane from those 
parts with the knife, as its adhesion to them is 
particularly close. You must be careful not to 
raise any other membrane along with that portion of 
the peritoneum which lines the abdominal muscles. 
BP at You cannot but observe that the peritoneum, as 
ue it descends to line the pelvis, covers that open- 
formed. ing called the crural ring; and therefore you. 
perceive that this membrane will be pushed down 
by the bowels as they enter this opening, and will 
consequently form the peritoneal covering of such — 
Herniary tumour. You will often find a quantity of 
soft fat lying on that surface from which you have 
removed the peritoneum. By scrapmg this with 
the handle of your knife you remove it readily and 
without danger of cutting any of those membranes 
which constitute a material part of the anatomy of 
crawl Hernia. The Peritoneum being removed, 


ag ain turn your attention to the crural ring. Pass 
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your finger into this aperture, and press it against Edge of 
a S J os _, ring to- 
the border of the ring, nearest to the Symphyeis wards the 
. 3 . ubis thar 
pubis. You find itto present a very sharp and very a 
firm edge. This edge has hitherto been described pur act 
as formed by the third msertion of the external ob- eeMeee by 
ir 
lique muscle. With this opmion we can by no insertion of 
‘ external 
means agree. We must however defer to a future ohjique, 
stage of the dissection, the objections which we 
have to offer against the validity of this description, 
and shall now preceed to point cut to you that, 
which we conceive, to be the reali structure of these 
parts, confirmed by repeated dissections. 
Before you detach or separate any part, exa- 
mine well the appearances and structure which 
present themselves to your view. And first as you 
look at the crural ring, you see it occupied by a cruralring 
3 { « ithe how occur 
quantity of loose cellular substance, which in some pjcq, 
instances assumes the appearance of a distinct mem- 
brane, and you occasionally find here one or two 
lymphatic glands. Pass your finger into this a- 
iva 
perture, and press it against its inner or pubic edge. 
You will find this edgeextremely sharp, and unyield- 
; : ; 5 y D; 4 Effects of 
ing, while the limb is extended, and the foot turned different 
foe ts ostures of 
outwards; but when the knee is bended, and the ee 
limb rolled inward, this edge is relaxed, the aper- "8 
ture widened, and those parts which border on the 
opening, and, which had been drawn down into it 
by the opposite position of the limb, are now seen ang on 
- fo rise up again into the abdomen, Among the‘ Tish- 


bouring 
parts which undergo such change of place, the pts 


- & white 
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most important are the Epigastric artery on the 
iliac side, and some vessels very variable in their 
size, and origin, which pass in no very regular 
course towards the Symphysis Pubis. 
Gomer. Next turn your attention to that aponeurotic 
sislining expansion, which lines the hollow of the illum, 
eee and ascends upon the internal surface of the ab- 
Latte dominal muscles, over to the symphysis pubis, and 
linea alba. The texture of that portion which 
covers the iliac muscle, is pretty strong; that por- 
tion which lines the abdominal muscles, in this view, 
appears much more thin, except that part of it 
which stretches across the tendinous portion of the 
transversalis abdominis, over to the rectus. In 
this place the aponeurosis appears to be more strong 
and thick, but this, in a subsequent stage of the 
dissection, will be found to be a delusive appearance. 
You see in this aponeurosis, a white line passing 
line visible in a direction nearly from the anterior superior spine 


o 


in this a- artes : 
- poneurosis. Of the ilium, over to the pubic edge of the crural 


where 2berture. You may observe however, that it com- 
2ere i F e ‘3% 
lies exter- mences half an inch below the spine of the ilium. 


Oe al subjects that have been injected you see a blood- 
vessel (the arteria circumflexa ilii) running in that 
part of this white line, which lies between the outer 
side of the externaliliac artery, and spine of the ilium. 

os ‘This white line stretching across the anterior edge 

Ow ft 


terminatee Of the crural ring, passes about half an inch be- 
internally. yond its pubic edge towards the symphysis, and 
inserts itself by a very acute angle into the crest 
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of the pubis. Before you can discover the uses, or 


appreciate the value of this aponeurosis, you should How ‘her- 
nie are 
recollect the other means which nature has employ- prevented 


f of 
ed to prevent hernia from passing out of the cavity me: 
of the abdomen, to the top of the thigh. ali points 


: on top of 
The lower edge of the external abdominal mus- thigh. 


cle, called Pouparts ligament, which constitutes the 
lowest border of the abdominal parietes, is stretched 
across from the spine of the ilium to that ef the 
pubis; between these two processes, the anterior 
edge of the os innominatum, is considerably though 
not regularly excavated; in consequence of which 
a considerable space intervenes between the liga- 
gament and the edge of the bone. By what parts 
is this interstice occupied? and by what means are 
we secured from Hernia occurring along every por- 
tion of it, except that which 1s calledthe crura! ring? 

We find that a considerable part of this hollow wow tie 
(from the spine of the ilium to tlie external iliac *P¢ > 


tween Pou= 
vessels) is occupied by the iliacus imternus and a 
psoas muscles, as they pass out of the abdomen, cdge of ce 
over the edge of the pelvis, to insert themselves into oe 
the small trochanter. These, with the crural ves-cveicd. 
sels and nerves contribute to fill up this space. 

But still we find, that by all these parts the hollow 

is but imperfectly filled, that there is not only no 
connection between Pouparts ligament, and the sur- intel 
face of these muscles, but that even a Gonsiderable pletely 
space intervenes between them, and that this inter- Bis 


stice is so large as would with facility admit the 
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escape of the bowels. By the following simple ex- 

pedient you may asecrtain the extent of this interval 
without removing any of the parts from their situ- 

Proof of ation. Make in the aponeurosis which covers the 
bi iliac muscle, an opening capable of admitting the 
finger. Pass it between the aponeurosis and surface 

of the muscle, and you will be enabled without 

much difficulty to push the finger under Pouparts. 
ligament down to the forepart of the thigh. What 

itis then which leaves one particular spot alone 
subject to crural hernia, while all the rest of the 

_top of the thigh is completely secured against 

the otcurrence of this accident is an aponcurotic 
membrane. ‘This membrane under different names,. 
Theliniss lines the hollow of the ium and lower part 
aponeuro- Of the abdommal! muscles; anatomists in their de- 
ie scriptions of this aponeurosis, have assigned diffe- 
rent names {0 so many different portions of this 
membrane, and have descended into such a minute 
detail of its various connecxions and relations, as fo 
have rendered the study of this piece of anatomy very 
difficult to the generality of pupils, I trust, there- 
fore, that I shall stand excused, if I attempt to illus- 


29 


trate this description by a familiar comparison. I 
think then that this fascia may be said to resemble a 
ee funnel : the wide part or mouth of which occupies the 
toafunncl. b ollow of the Ilium, and lower part of the abdomi- 
nal muscles; and the narrow part or pipe of which 


passes downwards on the thigh, The mouth of 
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this funnel may be supposed to rise as high as 
_the upper edge of the Iliac muscle, and to be 
turned. towards the cavity of the abdomen: the 
pipe joins the wide part where the external iliac 
vessels are passing under Pouparts ligament, and 
it is continued down on the thigh so low, as to 
reach the msertion of the Saphena, into the fe- 
moral vein. Its shape, however, differs from that 
of an ordinary funnel, and must be supposed to be 
flattened both in its body or wider part, and pipe. ue 
The differentparts of this aponeurotic funnel, have on,of vari- 
received different names. That part is called iliac ofih'” 


of this 
fascia, which covers the muscle of that name. ae 
The term, transversalis fascia, is applied to that cia. 


F : J oo ‘Transver « 
portion which lines the transversalis muscle. The salis fascia 


narrow prolongatien which descends on the thigh, 
is termed the sheath of the Femoral vessels; the oe 
anterior part of which, again, is described as the 
transversalis portion, from its being continous 
with the transversalis fascia, while the term of iliac 
portion, is applied to the posterior part of this 
sheath, because it is continuous with the part called _ 
the iliac fascia. 

At the junction of the narrower with the broader 
part of the funnel, we find the connexions of this ae i 
fascia to the surrounding parts to be particularly its neck to 
close and strong; so that where it is passing over Ae | 
the anterior edge of the os innominatum, it adheres P#'s- 
yery intimately to the ligamentous substance co- 
yering the crest of the pubis, and to the periosteum 


ki 
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of that part of the ilium on which it es. Antert 
-ourly, its connexion with Pouparts ligament, is not 
less intimate, | The iliac vessels pass down within 
the funnel, lying on that part of it which lines the 
iliac muscle. When these vessels come into the 
Cruralves- narrower part of this aponeurotic funnel, they pass 
cones down, not along its centre, but towards the outer or 
thesheath. Lilac side. It is partly owing to this posit tion, and 
| partly to the shape of the tube (w hich i is more flat 
and extended on the pubic, than the iliac side), 
that we see those vessels, as they are passing out of 
_ the abdomen removed to a rau Sea 

Point at from the pubic side of the sheath. It is then, 

which the space between the Femoral vein, and aa 


these Her- 
nix occur. side of the funnel, that Crural Hernia. uniformly 


takes place. 
It may now be asked, why it is, that F ey 
Hernie do not pass down at every part of this 
sheath which is represented as open towards the 
abdomen; as.it Isa prolongation of that membrane 
which lines the lower part of the cavity? why these 
Hernia do not push down along the front, or to the 
iliac sice of those vessels? For we know, that 
they are constantly varying in their dimensions, aud | 
that they are compressible bya slight force, both 
Why Cru- of which circumstances should favour a protrusion 
7 bis of the bowels along their couirse. The possibility 
curinfront Of such an occurrence, is guarded against in this 
of ort Shannen. ‘Lhe externa] ihac vessels are covered 


Hliac side 


mS Gains anteriorly in the greatest part of their course, by a 
¥eeee Se 
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cellular substance only; but as they approach 
Ponparts ligament, they are covered in front, bya 
membrane of aponeurotic texture, which is reflected 
from their surface, and ascends to join the fascia 
transversalis, at a short distance above Pouparts 
ligament. This accessary membrane then, lining 
that portion of the mouth of the sheath, which is 
anterior ‘o the Fémoral vesscls, and at the same 
time, stretching a little way on its iliac side, must 
preclude the possibility of Hernie pushing down 
either in front, or on the outer side of these vessels. 
In addition to this, we find the mouth of the sheath 
still further secured; for we perceive interposed Ses: 
between the artery and.vein, a pretty strong mem- security. 
branous partition, and a similar partition on the 

inner side of the vein. These partitions pass from 

the anterior, or as it has been termed, the transver- 

salis portion, to the iliac or posterior portion of the 
sheath; and consequently serve not only to subdi- 

vide the wide mouth of the sheath into smallér 
compartments, but also to prevent it from being 
stretched or widened by any slight force. It is 
hardly necessary to remark, that the partition on the 

inner side of the vein, will ‘always be interposed 
between this vessel and the Crural Hernia, which 

passes down into the unoccupied portion of the 
mouth of the sheath. 

The space intervening between the spine of the . esha 
pubis, and neighbouring side of the Crural ring tween 
is secured by the following structure: The portion es Sad 

L 2 
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cruralving of the fascia transvessalis which lines this space, 

cured. 18 firmly attached to the ligamentous substance co- 

vering the crest of the pubis, and is still further 

strengthened by the conjoined tendon of the 

internal oblique and transversalis muscle. This 

tendon lies in close contact with the lining fascia, 

and it also is attached to the crest of the pubis. 

Why this By the way, we may remark, that this portion of 

es of the aponcurotic funnel appears thicker and stronger 

appears than any other part of it; an appearance which is 

oe owing to its close cennexion with the conjoined 

tendon of these muscles. Pouparts ligament, the 

third insertion of the external abdominal muscle, 

and a portion of the fascia lata of the thigh, 

complete the defence, agamst the oecurrence of 
Hernia, in this space. 

That you may more clearly see the structure of 

this part, and that you may ascertain how Crural 
_ Hernia) are circumstanced, after they have 
How to descended through the Crural ring, you should 
naib innow direct your attention to the Anatomy of the 
the 
dissection. upper part of the thigh; the dissection of 
which, you should presecute in the folowing 
manner :— 

Raise the superficial fascia, which I formerly 
described as passing down from the abdomen upon 
the forepart of the thigh. Keep the back of the 
knife towards the fascia lata, lest you cut away. 
any part of it; for in some subjects, a part of this 
fascia lata, but little exeeeds the cellular sub- 
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stance in density. You see the Vena Saphena aed 
major running in the hollow on the forcpart of the major. 
thigh, and lying upon the surface of the fascia lata, 

until itarrives within an inch and a half of Pouparts 
ligament. Disscet this vein from the surrounding 
cellular substance, cut it across at the distanee of How to 
two or three inches below the ligament, and turn it “s**t * 
up towards the ilium, removing a small quantity of 
cellular substance, which connects the posterior 
surface of this vein to the faseia lata. You per- 

ceive that the vem sinks down throwgh this fascia, 

m order to enter into the pubic side of the Femoral 

vein, which lies under it. Where the Saphena 

vein is passing through the fascia lata, the latter 
presents a well defined semilunar edge, the con- 

cavity of which looks to Pouparts ligament. 

You will often find a lymphatic gland at this 

spot, so situated, that one part of it lies below, Spe 
while the other lies above the surface of this fascia. yal hides 
At this point, (where the Saphena dips deep, to gland. 
‘gain the Femoral vei) we observe, that the fascia 

lata, which in alf the lower part of the limb, had Fascias lata 
formed one generat covering or sheath for the Carus 
muscles of the thigh, divides into two parts. One ‘Y® P#**- 
. of these closely invests the museles which arise from 

the pubis, while the other covers those which lie 

on the iliac or outer side of the limb. The former 

we shall call the pubic or Pectineal portion; the 

latter, the outer or Iliac portion of the fascia lata. | 
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eth ‘Fhe pubie portion is closely attached to the 
ortion. muscles which it covers, and as these incline deeper 
and deeper in a line from the pubis to the Femoral 
vessels, so likewise does this portion of the fascia ; 
until it escapes from our view, by passing mm be- 
hind these vessels. The outer part of the fascia 
Of its Tine lata covering the museles on the external or Iliac 
fort. ide of the limb, lies above the plane of the pubic 
portion, especially in the vicinity of the Fetoral 
vessels; for here, the Hiae portion will be found to 
pass before, while the Pubic portion passes behind 
them: so that from Pouparts ligament down 
to the place where the Saphena yein enters, the 
Kemoral vessels are interposed between these two 
portions of the fascia lata. Inthe remainder of 
their course down the limb, the undivided fascia 
lata gives one general uniform covering to these 

/ _ vessels, together with the muscles. 
ae Of the pubic portion, we shall merely say, that 
aa it is much more thin than the external part, that if is 
attached superiorly to the anterior edge of the pubis, 
above the origin of the pectineus muscle ; that it gives 
a close covering to the mnscles which arise from the 
pubis, and that inferiorly, at the joining of the 
Saphena with the Femoral vein, it is united to the 
external portion of the fascia lata, so as to consti- 
tute that aponeurotic expansion, which under the 
name of fascia lata, is wrapped round the muscles 

of the thigh. 

The external portion demands more of our 


} 
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attention; for it will be found so intimately 
connected with Crural Hernia, as to have a, 4. 
material influence on “the symptoms and treat- {as cia lata 
ment of the disease. Let us now examine how i i 
that portion of the fascia lata is disposed of, which jit 
lies between Pouparts ligament, and the junction of ae 
the Saphena with the Femoral yem. ‘The upper vein, 


edge of this portion of the fascia lata, is attached beste 
to Pouparts ligament, nearly along its Cote eee nent 
extent, from the spine of the Ilium to the spine of 

the Pubis. ‘The connexion thus established, is 

such, that when the former is stretched by the limb 

being extended or rolled outwaris, the latter is 

made to describe a line convex Bian the thigh ; 

and on the contrary, when the limb is flexed cr 

rolled inwards, the crural arch is made flaccid. 

It has already been stated, that the Liac portion of Passes 
the fascia lata, passes before the Femoral vessels. oa 
We observe in this par. of its course, that it loses “8° 
soinewhat of its strength and firmness of texture ; Changes 
however, general, it retains a good deal of its ar 
ligamentous nature, even when it has reached the 
Pubic side of these vessels; except in the i imme- 

diate neighbourhood of the Vena Saphena, where 

it differs but little from the cellular substance. sane 
Having passed before the Femoral vessels, we find itself to 
it now to descend on their pubic side; and here a es 
we see it attach itself! very intimately to the f° 
pectineal fascia. ‘This attachment is made in a Direction 


in which 


straight line aleng the Pubic site of the vein, from ghisattach- 
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— takes the plaee of the insertion of the Saphena, to within 

¢: a quarter of aninch of Pouparts ligament. At 
this place we observe, that the line ef attachment 
is curved; and having here formed a sweep to- 
wards the pubis, that the attachment now takes 
place in a line across the top of the thigh. 

Pecolarity The peculiar manner of this connexion deserves 

of this particular. attention, and will be found to take 

connexion 7 

in vicinity place as follows :— 

OC a That part of the Iliac portion of the fascia lata, 
which runs between the Femoral vein and Sym- 
physis of the Pubis, has its upper edge b! | 
with Pouparts hgament, frem which, as it descends 
to the pubic fascia, it is seen to turn upwards under 
Pouparts ligament, so as to touch the fascia, ata 
point nearer to the crest of the Pubis, than the line 
of Pouparts ligament, ‘The Hiacand Pubic fascia 
united, then continue their course upwards, until 
they insert themselves into the crest of the Pubis. 
Observe: the place where the Ihac connects itself 

Place of 10 the pubic portion of the fascia, is distant from 

this ___ the crest of the pubis, about two-eighths of an 

¢onnexion, . een is : 

Re ‘inch in the vicinity ef the Femoral vein, and three- 

eighths in the vicinity of the Symphysis pubis. A 

correct knowledge of the extent and attachment of 

the Iliac portion of the fascia lata, is of such 
importance to the Surgeon, in operating for Crural 

Hernia, that I was unwilling to run the risque of 

having the description obscure, or imperfectly 

understood; and haye, therefore, caused two 
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engravings to be made, which exhibit the parts, as 
viewed both onthe outer and immer side. From 
reflecting on the eflects which this. structure 
: Study of 
must have on Crural Hernia, I am led to pro- this teads 
ps : . t ew 
pose a new mode of per:orming the operation, by pode of 


mode of 
which I am inclined to think, its object will be operating 


more easily obtained, and much of the danger at- ee 
tending it will be avoided. This I shall men- 
tion after I shall have finished the ReecUP HA. of 
the structure. 

In that portion of fascia which descends 
on the pubic side of the vein you may 
observe three or four small trunks of lym- 
phatics with distinct masses of soft fat. Draw 
out these with the forceps, and cutting off each of 
them close to the sheath, you will perceive that 
each had come out through a hole im the fascia. 
These openings are of such dimensions as scarcely 
to admit the blunt end of a probe; they are not 
arranged ina regular line, some being situated more 
superficially, or nearer to the front of the thigh, 
whilst others are seen deep-seated, close to the sur- 
face of the pubic fascia; and in some subjects these 
holes are so numerous as to give a cribriform ap- 
pearance to this portion of the fascia. 

Should the account which I have ventured toy.y, « 
give of the fascia lata prove correct, it will then he pena 


ernla 13 
fanned that Crural Hernia is thus Pieacantd ¢ circum- 


Having descended into the Femoral sheath, es game 

escapes through one of those apertures in it, 

for transmitting the lymphatic vessels, and also 

passes through a corresponding opening in the Liac 
M 
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portion of the fascia lata, As it passes through a 
small aperture in each of these parts, at nearly the 
same spot, it must there be liable to great constric- 
tion; for these two layers of fascia will be com- 
pressed together, and thus their strength and resist- 

Most fre- bef 
quent seat 2Ce be considerably augmented, ence we should 
he find the seat of stricture in strangulated Femoral 
Ss Hernia, frequently to be at some distance below, 
and on the pubic side of the crural ring. The re- 
sult of my comparatively limitted ‘opportunities 
tends to strengthen this inference. For I have 
not yet scen any instance of strangulated Femoral 
Hernia, which was not liberated by a very 
slight division of the most superficial of those 
parts through which it had escaped. Now, were 
so much of the fascia lata wanting, as is supposed, 
by those who describe it to end in a falciform edge, 
we could not so frequently find this to be the seat of 
stricture. I think, that the neck or constricted part 
of Crural Hernia, does not always appear at the 
same depth from the surface; this may be readily 
explained, by the description I have given of the 
fascia lata, and is not easily reconcilable with the 

structure of a falciform edge. 

Having carefully studied the structure of these 
parts, as viewed externally, let us next examine 
| ret them as viewed internally. For this purpose, make 
aninternalan incision through the fascia lata, in the line 
oe of theFemoral artery, commencing about two inches 
below Pouparts ligament, and continuing it up- 
wards until it divide this ligament, and the lower 


as 


\ 
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_ portion of the tendon of the external oblique: 
Divide this tendon by another incision, carried on 
to the external abdominal ring. Carefully raise 
the fascia lata, and Pouparts ligament, from the 
subjacent apencurotic funnel, until you come to 
the pubie side of the Femoral vein, and lay this 
raised portion of the fascia lata, and of Pouparts 
ligament down on the adductor muscles of the 
thigh. A quantity of loose cellular substance, 
which is interposed between this fascia and the 
sheath, will facilitate this piece of dissection. 
Next, pass a pin perpendicularly through the sheath 
of the Femoral vessels, on the inner edge of the 
Femoral ring, and fix it into the bone of tbe pubis. 
This dissection, carefully made, will exhibit to et. 
your view, some of the most important ports in the dissection. 
anatomy of Crural Hernia; and will serve to explain 
some varieties occasionally met with in this disease, 

In the first place, this view will convince you, Extent 
that the Iliac portion of the fascia lata, is eon-7"5 **. 
tinued across the front of the Femoral vein, and is sia e 
attached to the pubic portion of the same fascia, on fascia lata 
the internal side of this vessel. You can see that*"" 
in it are to be found, those dpenings which were 
described as serving to transmit the superficia! 
lymphatics of the thigh into the abdomen. ‘The 
curved line of its aitachment to the pectineal 
fascia, 1s seen, as represented in fig. 2 

This dissection will, I trust, fants our dissent 
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from the descriptions given of the semilunated edge 

of the fascia lata, by many modern Anatomists. 
ae The following, I conceive, to be the circum- 
arose the Stances which have led to the adoption - the 
desctiPtie? received opinion :— 


aeesie In the first place, the fascia looses a good deal 
of fascia’ : : ; 
lata. of its ligamentous texture, as it crosses the crural 
Reduced vessels, except in the immediate vicinity of Pouparts 
ca ae ament. It is, therefore, liable to be destroyed 
in dissecting away the lymphatic glands. Next we 
Crescentic find, that the pipe of the ligamentous funnel, which 
is constitutes the sheath of the Femoral vessels, has 
2 this cressentic form on tts pubic side. When the 
limb is extended, this sheath is put on the stretch, 
and not only exhibits this edge more plainly, but 
imparts this appearance to the superincumbent 
fascia lata; particularly as the firmness of tts 
Dissection texture is here reduced: besides, it is probable, 


= lamp tat the accounts which we have of the falciform 
ee edge of the fascia lata, were drawn from the 
extended. 


dissections made while the limb was in a stretched 
state, as we know that membranous parts are 
more easily disseeted,; while kept tense 
ae - By this dissection, you also ascertain positively, 
insertion sides small a share the third insertion of the external 
le oblique muscle can have in produeing the stran- 


ae gulation. You see that its attachment to the crest’ 


the Crural of the pubis, -does not even extend half way be-- 
"78: tween the spine of the pubis, and the inner edge of | 


the crural ring. You observe, that it does not 


or 
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expand so much at its msertion into the crest of the 
pubis, as to reach over to the edge of the crural 
ring, much less does it constitute this edge itself, 


asa late writer describes, and delineates it. ‘To 
Crural 


ring pere 

crural ring, from within the abdomen; and you fect even 

will find it still perfect in appearance, although insertionis 

Pouparts hgament, and the third insertion be both wine 

thrown back upon the thigh. Nay, by passing 

your finger into this aperture, you will find its 

pubic edge as sharp, firm, and unyielding, as it 

had been before any of the parts were disturbed. 

Hence it follows, that the third insertion of the 

external oblique muscle, has no share in forming 

the pubic edge of the crural ring; that Pouparts. 

ligament is only stretched across the forepart of this 

ring, and that its pubic edge is formed entirely by 

the ligamentous sheath of the Femoral vessels, pobre ee 

strengthened on its outside, by the inverted portion is rendered 

of the fascia lata. The pubic edge of the crural 

ring is rendered. tense, by the close adhesion of the 

sheath of the vessels to the ligamentous covering 

of the crest of the pubis, and by its connexion with 

the conjoined tendon of the internal cblique and 

transversalis muscles, | 
Before we proceed to a practical application of 

the results of this dissection, it may not be unsatis- 

factory to turn our attention to the white line which Coe a 

is described in page 66, as passing from the vici- een called 


nity of the spine of the Ilium to that of the Pubis. Lice of 


refute this error, you have only now to examine the 
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Of ieee This white line has been considered as the internal 
TS ae posterior edge of Pouparts ligament. To ob- 
tain a distinct view of its structure on the iliac side 
of the Femoral vessels, it only requires us to eut 
through the fascia lata and Pouparts ligament, on 
Its outer the outer side of the femoral artery, and then to 


or iliac end é a 
how form- look on this cut edge; you will see that Pouparts 


= ligament is intimately blended with the fascia lata, 

and that these two parts conjoined, or else the fascia 

Its depth. Jata singly passes upwards for nearly an inch from 
the line of Pouparts ligament, until it arrives at 
the outer surface of the fascia Lliaca, to which it 
attaches itself. By the attachment of this produc- 
tionto the fascia Iliaca, is the white line, (alluded to) 
formed; and in the angle of their junction the Ar- 
teria curcumflexa [i runs. 

The distance between Pouparts  hgament, 
as viewed externally, and this portion of the 
white line, as seen from the inner side of 
the abdomen, is much greater here than where 

Its struc- they pass across the femoral vessels. In the latter 


ture where 
it passes place we shall find that the distance between these 


ee two lines is very inconsiderable, the internal line 
vessels+ being formed at this part by the junction of Pou- 
Last parts ligament and the fasica transversalis. On the 
pubic side. pubic side of the femoral vessels at the inner edge 
of the crural rmg, this white line is caused by the 

fold or angle, which the fascia transversalis makes, 

as it is about to pass down on the ihigh, to form 

the sheath of these vessels, and by the attachment 


of this fold to the ligamentous substance which 
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covers the crest ef the pubis. We shall sce this 
portion of the white line very visibly, even after the 
fascia lata and Pouparts ligament have been laid 
down, as directed in the preceding dissection. 

This species of Hernia is liable to strangu-D.2snesis 
ulation, even before it can be felt externally, founded on 


: , : _°. examinati-~ 
Hence it is obvious, that we must establish on of the 

. . e « 9 ° tumor. 
our Diagnosis principally on the preceding’ and 


concomitant symptoms of the case. Some fatal 
effects have resulted from mistaking strangu- 

lated Crural Hernia, for mflammation of some of 
those lymphatic glands, which lie in the vicinity of oS 
the Crural ring. The deep situation of the Seam P 
Hernia, together with its very small size, have ed lym- 
contributed to render the mistake more frequent. P/?4° 
In some instances the difficulty of discriminating 
is considerably imcreased, by an enlarged - 
lymphatic gland lying anterior to a very small 
Hernia. 

I have known Psoas abscess, mistaken for Crura] Psoas — 
Hernia; but, in my opinion, these diseases may be ae ion 
readily distinguished from each other. The ee aa 
Abscess is, in almest every instance, preceded by hea 
pain of the loins; the tumour cannot be entirely 
returned into the abdomen, by any degree of pres- 
sure, applied even when the patient is in the re- 
cumbent posture. A fluctuation too, is often to be 
felt. -But there is one circumstance which will, in 
every instance, distinguish Psoas Abscess from 
Crural Hernja. In the former, a fullness, and 
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sometimes a fluctuation is to be felt above Pouparts 
ligament, within the abdomen, stretching towards 
the spine of the Ilium, and obviously communi- 
eating with the tumour on the thigh. Whereas, 
in Crural Hernia, no swelling or fullness is per- 
ceptible within the abdomen. Even in those cases 
where the Hernia rises over Powparts ligament, 
the tumor is not only easily ascertained to be merely 
superficial, but can actually be drawn down below 
this ligament, upon the forepart of the thigh. To 
which we may add, that when Psoas Abscess passes 
down upon the forepart of the thigh, the tumor is, 
even on its first appearance, of a larger size, than 
what the Crural Hernia ordinarily arrives at. 
How tobe /* Varicose state of the Crural vein, possibly of the 
enna? Saphena, at its insertion into the Femoral vein, 
from vari. Might be mistaken for Crural Hernia. The dis- 
cose state |. a a 2 ye 
of Femoral tinguishing characters are, a varicose state of the 
¥en. veins of the lower extremity, and the re-production 
of the tumor when we press on the vein above the 
Crural arch, even though the patient be placed in 
a recumbent posture. 
Fatty tue Fatty tumors are not unfrequently found, on 
py the seat Hissection, occupying the exact situation of Crural 
ee aes Hernia. I have not had an opportunity of seeing 
any case of this kind in the living body; but have 
had occasion to remark at least, five or six instances 
of it every season, in the dissecting-room; from 
which, I presume, that such tumors are more 
common than is generally suspected. In all those 
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instances, {he fatty tumor was connected with, or 
rather seemed to grow from the outer surface of 
the peritoneum lining the Crural ring; and the 
inner surface of this membrane, when viewed from 
the abdomen, had a contracted, wrinkled, and 
thickened appearance, resembling very closely the 
appearance of a reduced Hernial Sac. Whether 
the peritoneum had been protruded in these in- 
stances, I cannot pretend to say; nor can I venture 
to lay down the symptoms which should guide us 
in our Diagnosis in the living body. This much 
at least is obvious; that these steatomatous tumors 
will not be accompanied by symptoms of strangu- 
lation. 

I have known Surgeons much divided in opinion | 


whether a Hernia was of the Inguinal or Crural istic’ 


for Ing i- 


species. However, I fancy, that “this point €an iM pal Her sia 


general be settled by the two following marks. 
Virst, the neck of the Inguinal Hernia, is situated 
above the tuberosity of the pubis, while the neck 
of the Crural Hernia is situated below it, and lies 
to its outer side. Secondly, if the tumor be drawn 
down upon the thigh in Crural Hernia, Pouparts 
-ligament can be traced lying above its neck 

An intimate knowledge of the Anatomy of the 
parts concerned, is more necessary to guide our 
practice in Crural Hernia, than in any other form 
of the disease. The narrow opening at which the 
bowels ultimately portrude ; the firm>and sharp 
edge of this aperture; the great depth from the 

N 
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surface at which the Crural ring is placed; the 
superficial situation to which the fundus of the 
tumor often riscs, must all conspire to render the 
practice difficult in the hands of the best informed 
Anatomists, and most dexterous Surgeons; and 
must considerably add to the dangers arising from 
the errors of the ignorant, and the attempts of the 
awkward.. When we proceed to the Taxis the 
Position of Patient should be placed in the same position, 23 
the patient was directed for this operation in Inguinal Hernia. 
Particular attention should be paid to keep the 
knee of the affected side turned inwards, in order 
that the fascia may all be completely relaxed, espe- . 
cially that part of the transversalis fascia, consti- 
tuting the pubie edge of the crural ring. The 
ae Surgeon should now endeayour to bring the entire 
to proeeed. tumor (whether its fundus be lying upon the ab- 
domen, or across the top of the thigh) into the 
hollow, or groove, on the forepart of the limb. 
He should recollect, that the edge of the os pubis 
eoustitutes one-third of the circumference of the 
crural ring, He should now, therefore, press the 
tumor backwards, as if to sink it into the thigh. 
When he thinks that the tumor is pressed so far 
back, as to lie on a line with this opening, he 
should then attempt to push if up into the cavity of 
the abdomen, having previously endeavoured to 
compress the neck of the Hernia into as smalla 
Why the Compass as possible. The intestine should not be 


intestine 


should be Pushed directly upwards towards the abdomen, 
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because in this direction, it might encounter the ps, 
pubic edge of the crural ring, which is very tense aa 
and unyielding. By directing the pressure on the" 
intestine upwards, and slightly out towards the 

spine of the ilium, we shall avoid the resistance, 

which this pubic edge of the ring might offer to 

the return of the intestine. 

But the best directed efforts to effect the taxis, 
too frequently fail of success, and the operation 
by the knife then becomes indispensably necessary. 

The stricture in Crural Hernia, will be found ne 
in ene of the three following situations :— strictures 

First, in the opening by which it passes through 
the Crural sheath, and that portion of the fascia 
lata , which covers its pubic side. 

Secondly, (as it said} in the posterior edge of 
the Crural arch. | | 

Thirdly, in the mouth of the Hernial sac. 

As the operator cannot previously discover, ig 
-which of these parts the stricture is formed, it 
must obviously be of great importance, to adopt 
that line of proceeding which shall enable him to 
divide each and all of them, with the least possible 
risque to those important parts, which lie in the 
vicinity of the deepest stricture. 

Mr. Cooper recommends, that im per forming 2 age 
this operation “The incision should be begun an Ces 
inch and a half above the Crural arch, ina line se 
with the middle of the tumor, and extended down- incision, 
wards to the centre of the tumor, below the arch, 


Fascia 
propria 
sometimes 
met w.ti 
distinct. 


Division 
of the 
stricture. _ 


Strietare 
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A second incision, nearly at right angles with the 
first, is next made; so that the two incisions will 
represent the letter T, reversed. He has seen great 
difficulties occur, where only a longitudinal incision 
of the superincumbent parts was made; the Surgeon 
not enjoying a view of the parts, in the progress of 
his operation. The superficial fascia, if it had 
nat been previously divided by the incision through 
the integuments, is now to be divided. A second 
fascia, the fascia propr ia, is sometimes found 
interposed between the superficial fascia and 
Hernial sac, and must be also divided. ‘The 
Hernial sac is to be opened in the same cautious 
manner, as recommended in the operation for 


Inguinal Hernia. The stricture is now to be 


divided by passing the finger into the sac, keeping 
it close against it on its anterior part, Onthe. 
finger a probe-pointed Bistoury is to be introduced, 
and the sheath to be divided as high up as the 
anterior edge of Pouparts ligament. This division. 
if seconded by a favourable position of the limb, is 
very Frequently sufiicient for the reduction of the 
Ifernia. | 
if, however, the intestize when shghtly com- 
pressed, cannet be easily returned; the finger must 
be passed at least halfan inch higher; and then 
the posterior edge of the crural arch, and the fascia 


formed by that covers if, will be felt forming a sharp edge, 


posterior 
edge of 
Crural: 
are) h. 


strongly compressing the mouth of the Hernial 
sac. ‘To divide this edge, the krife must be carried 
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within the stricture, and being inclined obliquely nthe 
. ‘ ‘ Civica, 
inward and ppwards, at right angles with the 

crural arch, a cut may be very safely made in 

that direction, sufficient for the purpose of lbe- 


rating the intestine from pressure. By the same 


Stricture 
incision, any stricture arising from the contraction py the sac 
of the sac itself, will be removed,’’ divided. 


Having thus described the most approved mode 
of practice, I shall now venture to propose i ee 
method of performing the operation for strangulated ing pro- 
Crural Hernia, different from any hitherto de- pases, 
scribed. I must, howeyer, premise that it is 
founded solely on the anatomy of the parts con. Founded 
cerned. For, since I first conceived the idea of bee | 
this mode of operating, I have not had an op- my of the 
portunity of putting it into practice on the living avin 
bak 3 

Let the patient be placed ona table, with his ee of 
legs hanging over its edge, his body lying horizon-?"""* 
tally, and his shoulders a little raised. | 

Divide the integuments by an incision on he Baal 
pubic side of the Femoral vein, parallel and close ™'°"* 
to it; let this incision extend from an inch anda 
half above Pouparts ligament, to an inch and a 
half below it. Parallel to Pouparts ligament, but 
about half an inch below it, make a transverse — 
division of the integuments, extending from the 
first incision to the spine of the pubis. Separate . 
the upper flap, and turn it up on. the abdomen. 
Next ciyide the fascia superficialis by similar 
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Advant- ineisions, ‘Thus you will gain a clear view ef the 
aoe Ol res F . : 
these  Hernial sac, of the place at which it protrudes 
ees through the sheath of the Femoral vessels, and 
corresponding part of the fascia lata; and also 
of Pouparts ligament, and of the line along which 
the adhesion between the pectineal and iliac portion 
of this fascia takes place. Having opened the 
Hernial sac, im that cautious manner, recommended 
by Mr. Cooper; new proceed to divide the strie- 
Howto ture. To effect this, introduee a director into the 
Pda ati opening which you have made in the sac, and on it 
tale pass a probe-pointed Bistoury, and then divide this, 
the most superficial seat of the stricture, as high up 
as Pouparts ligament, but in a direction towards the 
spine of the pubis. | 
ro In this form of Hernia, it 1s partionlarly ne- 
down the cessary that you draw down the intestine, for the ~ 
poate purpose of examining the strictured part; as it is 
retu¥n it- so yery liable to be injured by the close constric- 
tion which it has suffered. When the bowels are 
in'a proper state, proceed to return them, in the 
same direction as recommended for the reduction 
by the taxis. | 
If, after the division of the first aperture, 
vou find the strangulation still to exist, you must 
proceed to relax the tension of Pouparts ligament. 
This you may effectually accomplish ; and yet, not 
allow vour instruments to enter into the cavity of 
the Abdomen. Recollect, that the portion of 


fascia, called fascia transversalis, lines this cavity 
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within Pouparts ligament; and that this fascia is 
attached to the crest of the pubis; recollect also, 
that the inflected part of the Hliac portion of the 
fascia lata, is connected to the pectineal portion, at 
the distance of two-eighths, and even of three- 
eights of an inch below this ridge of the bone. 
ilenes you see the practicability of dividing the 
latter, and yet leaving the former attachment un yyow to. 
hurt. To accomplish this, introduce the director move the 


tension ot 


without the sze on its pubic side. Pass the knife eile 
ligament 
on this, with its edge towards the pubis, until its without 
point has entered about one-eighth of an inch apn 
within this attachaent. Then keeping the flat ee 
side of the knife, as close as possible to the surface 
of the muscles, and carrying it on towards the 
pubis; divide this attachment to whatever exient 
you may judge necessary. This incision, even a: 
though it should not have been carried on so far though 
ent the spine of the pubis, as to reach to oF ae 
third insertion, will yet serve most materially to ius i? 
relax Pouparts ligament. Fer the connexion be- not 
tween this hgament and the fascia lata is such, that “aie 
a division of the one will render the other flacid, 
asmay be understood, from what we hav¥Ve mentioned 
already. | But should the stricture be such, 
as to require the most complete relaxation of 
Pouparts ligament—this can be obtained with the oa 
greatest facility. For you haye only to carry on cut the 3d 
the knife still nearer to the spine of the pubis, than"? 


midway between it and the Femoral vein. {n this 


z. 
wo 
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step of the operation, in dividing the parts from the 

pubic side of the Hernia, towards the spine of the 

pubis, you do not run the risk of wounding any 

einen important part unnecessarily; provided only 

be that you be cautious, not to introduce your knife 
observed : : : unit 

deeper than one-eighth of an inch within the exter- 

nal surface of this attachment. This can with 

tolerable certainty be avoided, because you have 

this surface fully exposed to your view, by the 

previous steps of the operation, If you should not 

Stricture be able to return the bowels after the division of 

ee these parts, you must infer, that the stricture is 

seated in the neck of the Hernial sac. You must 

renee betherefore, now introduce a director into the sac, 

_and pass it up within its neck. On this, you intro- 

duce a probe-pointed Bistoury, taking care not te 

pass it unnecessarily deep, lest you should tn- 

jure any of the viscera in the abdomen. As the 

knife enters within the neck of the sac, you are 

sensible of a certain resistance being surmounted ; 

and this resistance is occasioned by the constricted 

neck of the sac. With the edge of the knife 

directed towards the pubis, you now make the 

slightest division of the stricture. ‘The extent to 

which this incision is required to reach, 1s so very 

trifling, as not at all to endanger the obturator 

artery, even when, in consequence of its unusual 

origin, it chances to pass close to the Crural 


‘Ting. 
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{t has been urged against the plan of dividing 
the parts towards the symphysis pubis; that in orde: 
to obtain a view of the seat of stricture, the. 
intestine (which in Crural Hernia descends in-.. 
wards) must be drawn considerably to the ovter . 
side, and that thus it is stretched at the strictured . 
part, and readily tears through. To this it may be 
replied, That when a considerable quantity of . 
intestine is down, this suddenly expands as sOOn us 
the Hernial sac is opened, and conceals the -first 
seat of stricture from our view. For this reason, 
the intestines require to be gently compressed, oz 
drawn aside, before we can pass a director or knife, 
with safety into the sac. I have never observed, 
that the intestine lay particularly over the interna} 
or pubic side of the stricture; and therefore, I 
conceive, that the director or knife, can be intro- 
duced within the seat of the stricture, as readily 
towards ihe pubic side, as im any other direction. 
My observations would justify me in asserting, 
that in those cases, where the volume of intestines 
suddenly expands on opening: the sac, they mount 
up on the abdomen, and therefore tend to increase 
the difficulty of introducing an instrument, rather 
on the anterior, than on the inner side of the 
stricture.—-Another objection which has been 
urged, is, that the diificulty of the operation is 
much increased: for when the incision is to be 
made inwards, the knife must be buried so deep, as 
to be entirely concealed by the surrounding parts. 

9 
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To this I answer, that by making the divi- 
sion of the integuments, and te fascia, 
and raising the upper flap” in the manner I have | 
ventured to recommend, you will be enabled . 
to obtain a clear and satisfactory view of the 
opening in the fascia lata, through which the. 
Hernia escapes to the surface, viz. of the most _ 
superficial seat of the stricture. You will have a _ 
distinct view of the fascia lata, which descends . 
from Pouparts ligament to the pectineal fascia, 
This is next to be deine whenever you find that — 
a division of the first seat of the stricture, has not, . 
liberated the intestine. I conceive that the oppeor- . 
tunity afforded, of having in your view, the parts _ 
which are to be divided, constitutes’ one ‘very | 
material advantage in this mode of performing the 
operation. A third objection made to the incision _ 
inwards, directed by Gimbernat, does not apply to. 
the method recommended above. - The objection i is, 
that the intestine is lable to be wounded, in. 
passing the knife into the mouth of the sac, or still | 
higher into the abdomen. ‘This objection lies _ 
against every mode of operating, in which it is 
required to pass the knife deeply into the sac, 
before the more superficial seats of the constriction — 
have been set free. The proposed operation | 
seems calculated to guard effectually against such — 
an accident, because the division of a parts is 
made successively from without inwards. 
Fourthly, It is objected to the division inwards, 
that where the Hernia is large, sufficient room 
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cannot be gained for the return of the protruded 
bowels. 

This objection, as far as. my information goes, 
has not been supported by a single fact. For 
I have never seen or heard of any instance where 
the operator was obliged, after the division of the 
parts inwards, to have recourse to the division of 
the parts behind the crural arch. The anatomy of 
the parts, and the result of the operations on 


the dead body, would lead me to expect, that 


even in the largest Crural Hernia, very sufficient 
room may be fined for the return of the bowels 
by the proposed method of operating. 


9d 


It is scarcely necessary to add, that this proposal This aif. 


whee very essentially from the operation advised 


fers from 
Gimber- 


by Gimbernat. For, according to his directions, »2*'s 


the deeper seated aud pope) parts are all to 
be divided by one and the same motion of the 
knife. _ Besides, it is proposed by him, to introduce 
the knife into the cavity of the abdomen ; by which 
the intestines are very liable to be wounded, and 
the obturator artery, when it runs on the pubic side 
of the Crural ring, must inevitably be divided, 


ope eration 


ANA TOMY OF UMBILICAL HERNIA. 


(TF is only by examining the Umbilicus of the 
‘ fYotus, that we can obtain a clear idea of its 
~ ieus anatomical: structure in the adult. In the for- 
mer, the vessels which pass through this opening 
‘ are large and pervious; in the Pitter, they become 
impervious, and ‘shrink into thin chords. In the 
fetus too, the skin is prolonged upon the chord, 
beyond the surface of the abdomen, while in the 
adult it is inverted, and so closely connected to the 
remains of the vessels, as-to render the examination 
difficult, and unsatisfactory. For this reason, we 
suall proceed to examine the structure of the 
tmbilicus in the fatal state. 
vony “Phe skin of the abdomen is continued along the 
oe chord, and terminates by an irregularly ee 
edge; its Tength in different points of the circum- 
ference of the chord, varies from half an inch to 
nearly an inch, . 

The dense white membrane whieh envelopes the 
ehord beyond this edge, appears to be continuous 
with the cuticle of the integuments. The integu- 
ments can easily be separated from the vessels, 
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being connected to them only by a loose cellular 
substance. On cutting through the abdominal 
muscles near the ribs, laying them down on the 
pubis, and detaching the peritoncum, the umbilical 
yein is seen of such a size, that it alone occupies 
as much of the aperture of the umbilicus, as the 
two Umbilical arteries and urachus conjointly. 
A slight membranous septum separating the vein 
from the other vessels, seems to divide the opening 
into two. The edges of this opening are distinctly 
tendinous, not sharp. Wath this edge the arteries 
and urachus appear to haye more connexion than 
the vein has. By drawing. the Umbilical vein 
upwards, or the arteries downwards; the integu- 
ments of the foetus present an appearance exactly 


similar to that of the adult navel. And thus pew the 


it appears, that the shrinking of the vessels, 


retraction 
? of skin of 


as soonas they cease to transmit blood, will cause othe a 
AA 


the retraction of the skin of the navel. 

All the chord which is anterior to’ the portion 
_ covered by the integuments of the abdomen, will 
shrink and fall off by mortification, while the 
skin inyerted, will adhere to the remaining extre- 
mities of the vessels, provided’ the ligature be not 
applied on the portion of the chord covered by the 
skin. Is it then a matter of such consequence, 
as accoucheurs suppose, to fix the precise point at 
which the Umbilical chord of the foetus should be 
tied ? 
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In what Krom the preceding description, it is obvious, 

umbilical es : : ; bs one 

difers that the opening im the linea alla, which is termed 

siete cambilicus, differs from ‘those openings termed the 

ring | Enguinal rings, particularly in this circumstance ; 
that here the different layers of the abdontinal 
anuscles ‘being consolidated’ into one, the aperture 
is made through all at the same point: therefore 
this opening is direct, and consequently this is the 
weakest ‘point of the abdominal walls, 

Why Protrusions of the bowels, however,do not occur 

Bele ohaein so frequently as they do at the groin, probably 

not more because the action of the diaphragm, does not affect 


frequent. “hig higher part so much as it does the lower part. 
of the abdomen. ‘Hence itis, that the Umbilical 
Hlernix, are more generally produced by an in- 
creased ‘bulk of the contents: of this cavity, than by 
Why the violent exertions. The adhesion of the infleated 


eee skin, to'the remains of the umbilical vessels being 
protrudes very close, will, together with the Hgamentous 
at the : y ahd . 
centre of Femains of these vessels, give greater strength to 
umbilicus, the centre of this aperture ; while the space iuter-, 
venine between the ‘borders of this opening, and 
the ends of these ‘vessels, being occupied only by 
cellular substance, will more readily yield to the 
distending cause. Hence the mouth of an Umbi- 
lical Hernia, seldom occupies the centre of the 
Umbilicus. As all the umbilical’ vessels had 
Ymbilica! OFiginally lain between the peritoneum and abdo- 


es minal muscles, it is obvious, that there never was 
Ms 1aVEe ¢ 
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an aperture in, this membrane for trepemabhing eer 
these vessels ; and consequently; that the peritoneum,,, 
is;as perfect at the.,umbilicus, as, at..any other.. 
point., When Hernie then occur at this opening, 
they, must. push before them the. peritoneum, ,and., 
must,, like all. other. Hernie, be. covered A — 
peritoneal sac, 

This Hernia appears, in, fat, persoas,,.as) a flat 2 aaa 
broad swelling, the boundaries. of. which,, cannot-be Umbilical 
di istinctly. ascertained... _In , those .of..an. opposites ""** 
hapit,. the . tumor assumes. a pyriform. shape, |. and.- 
is distinctly, circumscribed. The. contents of this-contents . 7 
species. of Hernia, are sometimes, omentum only,- of Unibib,,. 
mgre. frequently... omentum, and, a), portion) of: 
intestine ; but, there, 1s scarcely any, instance, in: 
which ihe omentum does. not forma party ..4 5 %o 

Ta, attempting. the reduction.of. this, Liernia, ae 
abdominal muscles, should be...rclaxed, jand., roth 
tumor should be: pushed. backwards, and a little, 
upwards, as the opening through which the bowels,o; _ 

h ave passed, is senerally. situated. aboyethe centre::; 

of the umbilicus. , _:We cannot .be surprised that, 

this. species of. Hernia should: .so frequently, . beg, 

hy so 

irreducible, without strangulation,, when .We) re- fie quently 
collect. that a a part of. -ats..contents,.so generally > 
consists of ene ee a his, by ats adhesion, or byt: 
morbid alteration of its texture,. becomes incapable iw 
of being returned. into. the. abdomen... The seat of o° 


constriction in this species of Hernia, when stran- 


cal eras: & | 


irreducible 
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gulated, is in the edges of the umbilicus, or in the 
neck of the sac, which is occasionally much thick- 
- ened. There is this peculiarity in Umbilical 
Pecularity , ; z 
of Umbili. Hernia, that some instances have occurred, in 
calHernia. which the peritoneal’ sac was wanting, either 
emirely, or in part. Whether this was caused by 
the rupture, or by the absorption of this membrane, 
{ cannot pretend to determine. The sac, when 
Sacand present; is seldom found thickened, except at its 
integu- 


wie neck. The parts which cover the sac, are also 
generally 


thin. generally thin. Hence we see the great caution 
Caution in 

making Necessary to be observed, in performing the opera- 
first tion for strangulated Umbilical Hernia, lest the 


ee intestine should be wounded, éven by the first 
incision, There is not any thing in the anatomy 
Division 
ofstricture Of those parts, to prevent our making the division 
— st of the ‘stricture, either upwards or downwards. 
sak We should, however, bear in mind this important ° 
_ faét; that an adhesion of the intestine to the peri- 
ince toneum, within the abdomen, often occurs. The 
to perito- intestine is therefore, in great danger of being 
frequent. wounded, unless the finger be introduced hefite 
the -knife, during the division of the stricture. 
Should the omentum be so altered in texture, as to 
be a render its reduction inexpedient, it should be cut 
treated, Off. Ihave seen tedious and profuse discharges, 
which even endangered the life of the patient, 
to follow, in cases where a asia practice had 

been adopted. 
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THIS cavity is bounded superiorly by the Bounda- 
diaphragm, inferiorly by the levatores ani, ante- Gris 
riorly by the abdominal muscles, and posteriorly by 
the lumbar vertebre, and os sacrum. 

The shape of this cavity varies considerably with > 
the various postures of the body, and is also diffe- ae ™ 
rent at different periods of life; circumstances on 
which should be held in recollection, when we i different 
examme it externally, to feel whether the contained ° eget 
viscera be in a sound or morbid state. For 
instance, when we stand erect, the lumbar vertebrae 
form a convexity, which projects into this cavity ; 
the lowest region of the abdomen becomes more 
prominent ; the superior aperture of the pelvis is 
turned forward; the os sacrum is turned upwards - 
and backwards; and the acetabula are drawn 
downwards. These alterations in the form of its This 


Ww alls, are accompanied by some, tho’ less marked ey “ 
alterations, inthe position of its different viscera. eee 
The liver and spleen, are found to descend some- thapasitign 
what lower, when the body is in an erect, than dominal 
when. in a horizontal posture. When we lie oa‘? 
either side, the lumbar vertebra form an arch, the 


P 


Lumbar 
yertebree 
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OW ed py (ouvexity of which looks downwards, and the 
c € y Rusts > me 
postures Concavity upwards, so that the false ribs of the 


lower side, are removed further from the crest of 
the illum, while those of the upper side are made 
Practical to approach it. Hence it follows, that those 


inference 
in patients who labour under a lateral curvature of 


cfike the lumbar vertebre, should be directed to lie on 

vertebre. that side of the body towards which the hollow 
of this curve is situated. . 

pete The Cavity too, of the abdomen, varies much in 

cavity at_the different periods of life. In young infants, it 


different . 
periods of 18 proportionably greater than in adults. The 


life. e ; 
Proporti #Pace between the sternum and the pelvis, is in the 
onably former about one-third, but in the latter, scarcely 


larger in 


children, one-fifth of the length of the body. This excess 
The excess LB the capacity of the abdomen of infants, is found 
seat Principally in the Umbilical region, which is not 
region, Only longer but larger in every direction. It is 
deeper from before backwards, because the verte- 
bral column is, at this age, almost straight; it is 
wider from side to side, because infants have their 
ribs turned more outwardly. The pelvis is very 
small, not being yet developed. The arches 
formed by the ale of the diaphragm, are propor- 
tionably less deep, than in adults. We should not, 
therefore, consider a prominence and fullness of the 
Umbilical region in young children, as a mark of 
Situation disease. 


of the The Situation of the abdominal _ visccra, 


abdominal 
yiscerain iS also different from what we find in the adults. 


children. ‘The stomach, instead of being placed transversly, 


Peeiei 
inference; 
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hes almost perpendicularly, descending into the 
umbilical region. The omentum is consequently 
placed more to the left side of the cayity, The 
liver lies very much in the middle region of the 
abdomen, being proportionably much larger than 
in the adult, and not having the deep concavity 
in the right ala of tbe diaphragm, which exists at 
a more mature age. The spleen too, is to be felt 
at this ¢ early period of life, below the false ribs. 
The uterine organs in females, and the bladder in 
both sexes, rise up nearly to the umbilicus. 

The parictes of the abdomen possess the power No vacant 
of accommodating themselves so completely to the SP ™ 
quantity of their contents,that no space or interstice *domen, 
is naturally found between them. However, we 
observe, that when any large blood vessel is opened 
by a wound of this cavity, the extravasated blood 
Jodges between the anterior surface of the viscera, How ex- 
and the corresponding surface of the peritoneum, Fee ig 
which lines the abdominal muscles. It is not, ig PO 
general, found to diffuse itself over the entire he vicheiny 
surface, or fall to the lower part of the abdomen; ed a. > 
as might be supposed, if a cayity really existed, 

On the contrary, we obserye, that ‘unless the 
quantity extravasated, be very considerable indeed, 

the effusion is confined to the vicinity of the 
wounded vessels. In these cases, we observe a 
fullness in the seat of the extravasation, but no The 
Chusion 


tension. The circumecribed limits of the effusion, 1a a. 


and the speedy coagulation of the blood, prevent ed by fluce 
2 suation. 
P8522 ; 
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us from ascertaining the nature of the injury si the 
test of fluctuation. 

In a state of health, a adepdtion of a serous 
fluid takes place, sufficient merely to bedew the 
internal surface of the abdomen. This fluid 1s 

Ascites. sometimes accumulated in considerable quantities, 
and then constitutes the disease of Ascites, or 
dropsy of the abdomen. In this instance, the 
water is lodged between the peritoneum, which lines 
the muscles of the abdomen, and that which covers 

Tapping, the intestines ; and, therefore, when’ we make an 

a sion, PCH through the abdominal parietes to evacuate 
this fluid, there is no danger of our wounding the 
intestines; for these are removed from the reach of. 
our instrument, by the mterposition of the effused 
fluid. It not unfrequently happens, in the opera- 
tion of paracentesis abdominis, that the stream of 

Serenm of fluid suddenly ceases to flow, even before one-half 

suddenly of the collection shall have been discharged. This 
oe sudden stoppage is caused by the omentum enter- 

‘caused, Ing into the extremity of the canula, and sometimes 

_ also insinuating itself into the eyes of the instru- 
ment, where these are very large. We are directed 
in such cases, to push back the omentum, by 
running a probe through the canula. This 
accident must cause delay in the operation ; and the 

Illeffects Means generally adopted for remedying it, may 

aes subject the patient to peritoneal inflammation, 

MrDease’s from the violence done to the omentum. We are 


< improved indebted to the late Mr. Dease, for a form of this 
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instrument, which most effectually guards against 
this accident; and so completely docs it answer 
the purposes for which it was designed, that it 
seems scarcely possible for human ingenuity to 
improve it further. | 

The abdominal muscles, are in many instances, 
rendered very thin by the distension which they have 
suffered. Yet, m many cases, to plunge the trocar 
through them at once, requires great effort, and has 
at least the appearance of much roughness, on the 


: 2 . Incision 
part of the Surgeon, You may avoid this, by previ- with 


ously making with a lancet, an incision through the ei oe 
integuments, large enough to admit the trocar. ¥s¢ of 
3 . trocar. 
The peculiar cautions necessary to be observed, | 
in tapping Ovarian dropsy, shall be reserved, “till 
we come to describe the structure and diseases of 
the female organs of generation. 
It may not be unworthy of remark, that, in pe- oj, 
netrating wounds of the abdomen, although no pro- dences of 
: _ penetrat. 
trusion of the bowels shall have taken place during ing wound 
the treatment, yet this consequence always follows, abasui 
when the wound is completely healed, and the pa- 
tient resumes his ordinary occupation. It is neces- 
sary, therefore, to apprize the patient, during the 
treatment, of the probability of such an event, and 
to. enjoin the early use of a truss. When the 
bowels have pushed out through a wound inflicted. 


in the site of the recti muscles, we should take care Caution 
2 woen Tes ; 
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aly in replacing them, that we mistake not the sheath 
antestines, Of those muscles for the cavity of the abdomen.— 
‘This error is more likely to occur from the very 
loose connection which the posterior surface of 
those muscles has with the corresponding part of 
its sheath. Considerable danger must arise from 
this mistake; for even in the very attempt, the 
bowels will be subjected to such a degree of vio-~ 
lence as must necessarily prove injurious. But 
should this crror- pass unnoticed, and the lips of 
the wound be closed by suture, while the bowels 
remain inthis unnatural and confined situatien, the 
death of the patient must speedily and inevita- 
bly ensue, Iam the more particular in guarding 
you against this mistake, because I have scen it 
committed in an instance, where a laccrated wound 
was so very extensive as to reach nearly the entire 
leneth of the abdomen. How much more careful 
then should you be in wounds of less extent, where 
all the parts are so much less favourably situated 

for examimation ? : 
Having thus described the external walls of the 
abdomen let us next turn our attention to the vis- 
External cera which it contains. When we undertake to 
rxamma- ascertain by external examination the state of the 
Mu abdominal viscera, we should not only bear in 
mind the variations in the form of its different re- 
a gions induced by the posture of the body, but must 
| also take care that the state of tension of the abdo- 
minal muscles shall not prevent us from making 
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this examination in the most satisfactory manner. 

We must be cautious that we mistake not that By the 
state of rigid contraction into which the abdominal tetra 
muscles are thrown by very slight causes, for indu- ™¥scles. 
rations of the viscera. It is obvious, then, that 

these muscles should be relaxed as far as this can 

be done by the position of the body. ‘The mode of 
accomplishing this has been already mentioned 

when speaking of Hernia, and therefore it is unne- 

cessary to recapitulate it here—You must, how- 

ever, take care that the patient’s head shall be 

raised forwards, and supported in that position by 
pillows: for if you allow it to be supported by the 

action of the Sternomastoid muscles, these will Action of 
draw the recti abdominis into a sympathetic state i. 
of contraction, and thus the anterior surface will sae ee 
be made tense, and feel as if subdivided into dis- eles tense. 
tinct compartments. This state of the abdomiual 
parietes has, | am persuaded, deceived some prac- This mis 
titioners, and Jed them to pronounce that the oe east 
patient laboured under an enlargement and indu- iy a 
ration of the liver, where no such disease ex- 

isted. : 

When an adult subject is laid in an horizontal 
posture, the anterior edge of the liver cannot be... 
felt to descend below the edges of the false ribs, of the lives 

: ; LA: ; in horizon- 
until you come within three or four inches of the tai pos- 
Xiphoid cartilage. In the epigastric region you "° _ 
can feel the left lobe of the liver ; along the edge 
of the left hypocendrium the liver cannot be felt. 
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et When the subject is placed in an upright posturé, 
_ tures the liver is found to descend at least two inches 
lower than while the bedy remains horizontal. 
These remarks on the situation of the liver in 
the dead subject, will apply, in some degree, to its 
situation in the living bedy, and should influence 
our mode of examining into the state of this vis- 
cus by the touch. Some authors assert, that the 
Liver said liver descends considerably into the abdomen dur- 
to descend - 
ininspi INQ Inspiration ; and therefore they advise us to 
vations direct our patient to make a full and long conti- 
nucd inspiration, while we are engaged in our exa- 
mination. I cannot help thinking that this rule 
is founded on an extravagant idea of the influence 
pee "3 which the motion of the Diaphragm has on the po- 
sition of the liver, an influence which I have ne- 
ver been able to observe in practice. ‘The relations 
of the liver to the neighbouring parts will point 
Dikient Out the different outlets, by which the matter. of 
pints 3); Gall abscess formed in this organ may effect its dis- 
scess of li Charge. Should the seat of inflammation and sup- 
Moe a Se puration be near to the convex surface. of this 
viscus, an adhesion may take place between the 
Into tho. abscess and the diaphragm. The adherent parts, 
— thus consolidated, being absorbed, the contents of 
the abscess will escape into the cavity of the tho- 
rax. In such abscesses, however, we, often find 
that while the diaphragm on_ its, lower surface 
Tato adheres to the liver; it also adheres on its upper 


bronchia. | 
ee surface to the superincumbent lung, and thus the 
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matter of the abscess may be poured into thie 
brenchie. If this be in large quantity, it may 
suddenly destroy the patient by obstructing the 
passage of air through the Trachea. When the 
abscess is seated in the convex surface near to the 
anterior edge of the liver, it may inducean adhe- 
sion with the abdominal muscles, and thus point 1 In right 
Hypochen- 

externally in the right hypochondriac or true epi- diac or 
gastric region. Should the abscess be seated | ee 
the concave surface of the right Jobe, adhesion be- 
tween the seat of the abscess and the colon as it 
passes under this lobe may take place, and by clea 
subsequent absorption of the adhering parts, the 
matter may be poured into this intestine. 

In this way the matter of an abscess of the liver 
is discharged by stool. Sometimes the matter of Into the 
an abscess of the liver is rejected by vomiting. We *°™*"" 
must presume that such had been seated near the 
lower surface of the left lobe, and thatthe suc- 
ceeding processes of adhesion and absorption had 
formed a communication between the cavity of 
the abscess and the stomach. 

JL, Petit has written a long Essay inthe Memoirs 
of the Academy of Surgery at Parts, im which he pistention 
describes,the over-distention ofthe gall bladder with ae: 


bile, states the injury which had resulted from an itn 
opening made into this viscus, under an impres- cf liver. 
sion that the case was an abscess of the liver, and 
endeavours to lay down a series of symptoms by 


@ 
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which such dangerous mistakes may in future be 
guarded against. 
Biliary Concretions are often found in the gall 

Gall bladder, these in general are small, and in consi- 
stones.  derable numbers, but’i in some few cases it has hap- 

pened that some one of these concretions has arrived 

toa very great size, and has excited inflammation 

in the coats of the gall bladder, which terminated 
ee very in adhesion with the colon, and subsequent ulce- 
get into ration of the adherent parts. By these means, this 
val cas very large calculus has been discharged by stool. 

‘Some overlooking this mode of escape, have sup- 
posed that these. large calculi passed along the 
cystic and common duct into the anda and 
have reasoned a good deal on the degree to which 
these ducts may be enlarged by distention, 

The ductus communis choledicus passes behind, 
and close to the head of the pancreas, in its course 
to the duodenum. From this we infer, that a 
Jaundice schirrous enlargement and hardness of this portion 
Paes of the gland may cause an obstruction to the flow 
panerea s of the bile along this duct, and thus give rise to 

the jaundice. Ww e also observe two or three lym~ 

ey uae phatic g glands lying close to this duct before it has 

of ame yet reached to the pancreas. ‘The enlargement of 

glands. these glands I have known to produce in one case 

| a permanent obstruction, and a jaundice of some 
years duration. 

The Pancreas is subject to become hardened and 


enlarged, constituting the disease termed. schirrus 
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of that gland. From its sityation between the 

uorta and superior mesenteric artery, such a con- pes 
‘dition of this gland may cause the pulsations of creas at- 
either of these dh A to be so very perceptibly felt wh etl: 
through the parietes of the abdomen, as to impress **4°"" 
us with a belief that the patient labours under 
aneurism of the aorta. While on one hand we 

are liable to suspect the presence of ancurism of 

the aorta when no such disease exists ; we are, OD Ancurism 
the other hand, subject to overlook this disease ¢f aorta 
when it really takes place. For, in some instances, be over- 
the pulsation could not be felt during life, and the pone 
attendant symptoms being such as generally accom- 

pany other ‘morbid conditions of the abdoounal vis- 

éera had not pointed oat any aneurismal affection. 

It is obvious, that all ancurisms in the abdomen Anicurism 
must be behind the peritoneum, yet I have found, ep abelose 
on opening the bodies of such patients after death, be behind 

a large quantity of bloody flixid, lodged in the um aad 
cavity of the peritoneum ; although no rupture of 
this membrane could be discovered, by which the 
fluid could have had access to this cavity. 

Each orifice of the stomach is occasionally con- 
tracted, iis coats being at the same time much 
thickened, and sometimes indurated.—This affec- 
tion, which is termed schirrous, ( perhaps i impro- 
“perly) occurs much more frequently in the lower 
than in the upper orifice. When the cardiac sg sel 


orifice is the seat of this disease, the solid food is Gis onnes 
denied access into this cavity, and is either instantly 
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rejected, or ¢se lodges in the inferior portion of 
the esophagus, where a pouch is often formed. 
In this, the food is allowed to remain for some | 
time, and is then rejected very litle changed. 
Schirrus of When schirrus of the pylorus occurs, the food is 
pylorus. received into the stomach ; but in the latter stages 
of the disease, the solids, which have been retained 
for some time, seem to excite considerable distress, 
and are rejected by vomitings. In general, the in- 
terval of time between their reception and rejec- 
tion is. pretty uniformly the same in each 
individual. | 
cies The deep situation of the cardiac orifice and its 
ny ales proximity to the diaphragm precludes us from 
nally. acquiring, by external examination, any know- 
ledge of its schirrous state. The pylorus being 
situated more. superficially and further removed 
from the coneavity of the diaphragm may, by ex-_ 
ternal exammation, be discovered to be schirroug : 
but from the facility with which it can be moved 
in this cavity, it is liable to be mistaken for a tu- 
mor of the omentum. 

The Omentum is frequently found on dissec- 
Subject to tion to have been the seat of disease. In many of 
form ad- those who have laboured under affections of the 

uterine system, the lower extremity of the omen- 
tum has formed adhesions to the posterior surface’ 
of the uterus or its appendages.—The texture of this 
" To becon- 
verted into Membrane is subject tosuch morbid alterations, that 


rea we find it at eultevehy points converted into solid 


Latter can 


Omentum, 
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firm tumouts, ef the size of an egg, while the 
membrane in the immediate vicinity of such tumors 

retains that delica¢y of texture for which it is so 
remarkable. ——These tumors are generally movea- 

ble, and always seem to lie superficially in the 

cavity. They are not unfrequently, attended witl: 
anasarca or ascites. This circumscribed form, 
and the facility with which they can be moved 
with the hand, will serve to distinguish them from 
mduration and enlargement of the liver, but will 

not serve inevery instance, to point euf the real na- 

ture of the disease with unerring certainty. 

- Dropsy of the abdemen is so very frequently 
accompanied by enlargement of the liver as to have 

given rise to the rule of tapping on the left side 

of the eavity, lest the trocar should be plunged into 

a diseased liver. 

‘Fhe Spleen on the other side issubject to bine. 

“ment, but much less frequently than the liver. In Saleen 
one case (a cast of which is presérved in our mu- ey 
seu ) this viseus had increased to such a size, that larged. 

it descended into the hollow of the ihum. Hence 
the necessity of distinctly feeling a fluctuation in Practica? 
that spot, which yow select as the point for tapping. ae 
It is hardly necessary to say, that this: fluctuation, 
will be less-senstbly felt in cases of anasarca, com- “i ne 
bined with ascites ; for there the interposition of ° 
the fluid in the serine substance’ must. rei:der the 
walls of the-cavitiy moré thick, and must trans- 
mit the undulation with diminished distinciness. 
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Or-each side of the abdomen, that portion of the 

colon which lies between the crest of the ilium 

and lowest part of the false ribs, 1s, in general, co- 

- vered with peritoneum on the anterior third only of 

its circumference ; while the two remaining thirds 

of it are attached by cellular substance to the 
muscles upon which it lies. Large concretions 
Seat or balls have (though rarely) lodged in these por- 

concre- tions of this intestine ; and it has been proposed 
ens fo” as an operation in surgery, that we should make an 

| - incision through the muscles of the loins, then cut 

into the intestine, and so extract these balls. To 

ars this operation two strong objections le :—First, 

operation, We Cannot ascertain the existence and seat of these 
coneretious by unequivocal symptoms. Secondly, 

the relation of the peritoneum to these ‘portions 

of the colon varics, in different subjects, In some, 

it net only gives a complete covering to this por- 

tion of the intestine, but it even forms a mesocolon, 

which allows it to approach more or less towards 

the vertebra. In such irregularity of structure, 

it would be rashness to hazard) an ‘operation 
fraught with so much danger, 

Gens The records of surgery furnish us with instances 

‘in kidnies. of abscesses, in the substance of the kidneys.— 

Some of these, excited by caleuli, have pointed 

externally on the loins, and the calculus has been 

- discharged thzough the opening, either when made 

by art, or caused by the efforts of nature. Be- 


ware, however, of considering ev ery collection of 
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matter which appears in such situations as of this 
description, For, not unfrequently, the matter of 
psoas abscess makes its way through the muscles, 
and appears externally on the loins. While the 
early and free opening of the former procures im- 
mediate relief, a similar treatment of the latter too 
generally tends to hasten the death of the patient. 
The Psoas abscess may be distinguished from an 
abscess of the kidney, by its preceding and conco- 
mitant symptoms ; by its more flattened form ; and 
by its freedom from “discoloration of the integu- 
ments, until it arrives at its latest stage. . 


Td 


116 


ANATOMY OF THE THORAX. 


Form and OF the Conical form of this cavity, and of the 

subdivisi- manner in which it is divided by the mediastinum, 

Thorax. into two distinet compartments, you cannot be 
ignorant. 

You know that thé diaphragm forms the floor 
of this cavity, that to its tendinous part the peri- 
cardium and mediastinum are attached, and that 
the lungs hie upon its lateral portions, having their 
base shaped, so as to correspond. accurately with 

the surface upon which they rest. In consequence 
ie of the different heights at which the diaphragm is 
jnelines attached, it is obvious, that the floor of this cavity 
eee represents an inclined plane, which descends 
considerably lower at the posterior, than at the 
anterior part, From the height to which the arch 

of the diaphragm rises in the ‘Thorax, while its 

hp origins are from the lowest part of the sides of this 
applied = cavity, it Is obvious that this muscle, in its most 
the lower natura] state, Jies closely applied to the lower ribs, 


ribs. 

aes Hence it follows, that a wound of the side, passing 
and straight across the body, may at once, wound the 
aoaomen 


injured by Viscera of both the cavity of the Thorax and 
ee ae the Abdomen. 


wound. 
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Hence too, it follows, that when the operation . 
for Empyema is performed, at the place of election, for empy- 
(as it is termed) ifa fluid does not flow out where |. vir 
the Thorax is opened, fhe operator may think that tee 


rom con 


he has not penetrated into the cavity. And finding nexions & 
at the point of his finger, a fleshy plane close ap- a. 
plied to the pleura, he continues his incisions more 
deeply; and often mistakes the liver for the lungs, 

from which, most fatal consequences have followed. 

Of such mistakes, Ravaton says, that he has fre- 
quently been an eye-witness, 

“The upper end of this cavity has been compared Upper end 
to the end ofa truncated conc; this presents ._ 
opening of very confined dimensions, through 
which we observe a number of very unportant 
parts to pass, 

The lateral portions of this opening, are occupied How its la. 
by the narrow extremities of the pleure. These ‘1? 
are found to rise above the level of the first ribs, cccpied: 
The trunks of the subclavian arteries, are seei 
running from the central to the lateral parts of 
this cayity, aud rising still, higher aboye the 
ribs, as they pass fowards the superior extre- 
mities, Peel 

Asthese membranes and arteries ascend above How the 
the level of the first ribs, they would be exposed se pei 
to much danger, were they not protected by the see 
Clavicles, protected, 

When you raise the sternum, study well the 
relative position of the different parts which lay 


R 
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PSY behind the upper end of this bone. You first see 
behind thethe venous trunk, formed by the conflux of the 


sternum. 
Venous 
trunk 
crossing 
from left 
side. 


Arch of 


aoita. 


Relative 


internal jugular and subclavian veins, passing 
across to the right side, in a direction obliquely 
from above downwards. This vein then, is more 
exposed to danger, from a punctured wound to- 
wards the left, than towards the right side of the 
cavity. Inits course, this vein passes across the 
roots of the left carotid and common trunk of the 
right carotid and right subclavian arterics. 

The superior curve of the Arch of the aorta, 
rises up so luigh as to be on a level with the upper 
edge of the first ribs. When this portion of the 
artery 1s distended by aneurjsmal dilatations, we 
may expect that it will press against the upper edge 
of the sternum, or the cartilages of the first ribs, 
cause an absorption of these resisting parts, and 
inake its appearance by pomting externally. It is 
surprising that the venous trunk just mentioned, is- 
not thereby so compressed as to obstruct the flow of 
blood through it, yet, we rarely find symptoms of 
such obstruction in the living body. 

The common trunk of the right carotid and 


petition cfsubclavian arteries arises from this arch on the left 


righ t 


Of left 
carotid. 


side of the trachea, runs across in front of this 
tube, lies along its right side, and ascends to a level 
with the clavicle, before it divides into its two 
branches. The left carotid arises from the arch, 
after it has passed to the left side of the trachea, 
and runs up along the left side of this tube, 
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In some instances the right subclavian has had bas asipel 
an extraordinary origin and course. For it hasright 
arisen from the descending aorta, below the origia poe a 
ofthe left subclavian, from this it has passed over 
to the right side,running either behind or in front of 
the esophagus. This course of thearteryis suspect- 
ed to have been the cause of a particular species of uPPosed 
dysphagia, termed lusoria: the difficulty of swal- ¢ysphagia. 
lowing being experienced, when the food had 
arrived at that part of the esophagus, crossed by 
this artery. Having carefully searched for an 
instance of this irregular course of the artery, 
during the present season, I was surprised to find 
four cases of it in the dissecting-room. The 
subjects of two of those cases were adults; the two 
remaiming instances occurred in the bodies of 
children, but in none of them were there any traces 
of obstructed deglutition. 

From the position of these large vessels, it is . chai 
obvious, that a punctured wound inflicted on the top of ster 


num may 


top of the Thorax (if the instrument be directed wound 
downwards)’ may divide some of those vessels, i ree 


and thus prove instantly fatal. 

The trachea descending behind the arch of the Trachea. 
aorta, and having arrived opposite to the second or 
third dorsal vertebra, there bifurcates. At the whe. x 
place of forking, a number of these glands, termed forks. 
bronchial, are situated. May not these glands, Enlarged 


‘ ‘ ; bronchial 
when enlarged and indurated, press on the esopha- glanale 
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may gus, and constitute a particular cause of difficult 
compress 
- ceso- deghutition. 

a ¢ 
yee The Breasts of females are so eee affected 
with disease, as to render the study of their struc- 
: ture highly interesting to the Surgical practitioner. 
Their We find that the body of this gland is composed of 
REY congeries of small glandular bodies. These are 


enveloped in one common dense membrane, which 


Mamma. 


sends productions inwards, among the minuter 

glands, serving to support and keep them distinct 

from each other. ‘This coat, by tts iternal surface, 

adheres so very closely to the gland, that we 

eannot detach them from each other, without 

wounding either the gland or the membrane. 

Externally the portion of this coat, which covers 

the anterior part of the gland, 1s overspread with a 

quantity of fat, which is collected in large masses ; 

while the portion of this coat, which covers the’ 

_ posterior part of the gland, is connected to the 

men pectoral muscle, by the medium of a very loose 

iy mus- cellular substance. ‘This. conformation allows the 

the gland to be moved freely on the surface of this 

Why ab. muscle. The dense texture of this investing 

cess of membrane, will explain, why abscesses of the 

slow to mamma. are $0 ie in beig discharged out- 
ulcerate. 

-. wardly. 

Among the diseases to which this part is subject, 
none is more formidable than Cancer, whether in 
its shirrous, or ulccrated state. For it so generally 
resists every mode of treatment hitherto proposed, 


Cancer of 
breast. 
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. that Surgeons in general, consider the extirpation 
of the diseased part, as the most likely to afford 
permanent relief to the patient. It is an established 
principle in the treatment of Cancer, wherever 
situated, that extirpation should not be attempted, 
unless the entire of the diseased parts can be re- 
moved; both these which were primarily the seat 
of the disease, and those which become subse- 
quently affected by absorption. It has, hew- 
ever, in some instances occurred, that where an 
operation had been undertaken, with the hope of 
being able to extirpate all the diseased parts, the 
Surgeon has discovered, when too late, such a firm 
adhesion of the mamma to the pectoral muscle, 
and even to the ribs, as to prevent the completion 
of this painful operation. 

Richter lays down the following judicious rules, en 
for discovering the degree of atte of the breast judge of 
to the subjacent parts: ee 

« Ifthe breast can be moved backwards and te subis- 
forwards, whether the shoulder be advanced for- er. 
wards, or drawn back, there is no preternatural 
adhesion. Ifthe breast can be moved backwards 
and forwards when the shoulder les forward, but 
is fixed when the shoulder is drawn back, it adheres 
to the external pectoral musele. If it be firm and 
immoveable, whether the shoulder lie forward or , 
be drawn back, the adhesion is in a higher degree. 

Again, the breast may adhere very firmly to the 
pectoral muscle, and yet be quite moveable, even 


¥y 
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when the shoulder is strongly retracted, if only the 
breast be moved ina direction, transverse to that of 
the fibres of the pectoral musele. And so it 
happens, that the breast is thought perfectly move- 
able, while in the operation, it is unexpectedly found 
to be adhering and quite firm. But, with care, 
this may be perfectly ascertained before the opera- - 
tion, merely by moving the tumor backwards and 
forwards, ina aisetiion parallel to the fibres of the 
pectoral muscle.” 

Having in this manner satisfied yourself, that the 
mamma. does not adhere to the pectoral muscle, 
your attention should next be turned to the con- 
dition of those glands, through which the lympha.« 
tic vessels of the breast pass, in their course to the 
thoracic duct of the heart. | 
ee These glands then may be discovered (when 
ferent sitn, diseased ) in three different situations. Sometimes 
reed they will be found lying along the edge of the 
lymphatic tsernum; but this is ‘ie situation 10 Bate the 
Bers. cnlarged glands are most rarely met with. 

Some of the lymphatic vessels of the breast pass 

First along info glands, which are situated on one side of the 
prea ak sO immediately above the clavicle, and on ‘the 
, outer edge of the sterno mastoid muscle. Among 
the glands situated -here, some lie superficially, 

others le far removed from the surface. The 

morbid enlargement and hardness of the former, can 

readily be ascertained, but when the latter are. 
diseased, we cannot with certainty. determine what 


/ 
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what number of them is affected; we cannot de- 
termine whether this disease may not even have 
seized upon some of these glands, which pass down 

into the chest. If we could be assured, that only 

the superficial glands were diseased, we might - 
undertake their removal, as we should only have to 
encounter hemorrage, from the division of some of 

the scapular arteries But as we cannot be certain pincer of 
of the extent to which the deeper seated glands are eNO 
affected, and as we know that an attempt to remove 
these, will be attended with the risque of wound- 
ing the subclavian vessels, we must altogether 
abandon the idea of such an attempt. Hence we 
may lay it down as a rule of practice, in the 
treatment of Cancer, not to undertake the removal 

of the breast, when we find the lymphatic glands 
above ihe clavicle, affected by the absorption of the. 
cancerous Virus. 

The lymphatic glands leading to, and lying in Third, in 
the axilla, are afiected much more frequently than the axilia, 
these in either of the former situations. As a 
chain of these glands lies under the edge of the 
pectoral muscle, they might pass unnoticed in a 
superficial examination, You should, therefore, How to 


4 etéct 
search for enlargements of these glands, while the these 


arin of the patient is drawn ferwards, for by this eras 
expedient, the edge of the pectoral muscle is 
relaxed, and an opportunity afforded, of passing the 
finger further under its edge. The propriety of 


yemoving the breast in such cases, will rest prin- 
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cipally on the practicability of removing. all the 
diseased glands from this cavity. Of course, we 
can only be enabled to form a correct opinion on 
this subject, by a knowledge of the Anatomy of 
the Axilla. 

The Axilla, if considered as a cavity, may be 


Form and said to be of a triangular shape, the vertex of which | 


boundaries 


ef axilla. 


Situation 
of the 
bymphatic 
glands in 


the axil la ry 


Asillary 
artery not 


reaches up to the base of the coracoid process of 
the scapula, the sides being constituted by the ribs 
on one part, and by the humerus en the other, 
while the base is formed by the edges of the 
pectoralis major, and latissimus dorsi muscles ; the 
former bounding its cavity anteriorly, the latter, 
posteriorly. The space thus bounded, is occupied 
by hlood-vessels, nerves, and lymphatic glands, 
with some interposed fat, and a very large propor- 
tion of cellular substance. Many of the lymphatic 
glands are found to lie under the edge of the 
pectoral muscle, some occupy the middle of the 
axillary space, while others are situated along the 
posterior border of the Axilla, near to the neck. 
and inferior costa of the Scapula. Matter absorbed 
froma Cancer of the breast, may affect any or all 
of those lymphatic glands, and, therefore, the re- 
moval of them oftentimes forms a part of the 
operation of extirpating a cancerous mamma. The 
feasibility and safety of this operation, must of 
course, depend on their depth in the cavity, and 
their relation to the nerves and blood vessels which 
lie there ‘The opening of this cavity between the 
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edges of these muscles being so narrow, 1 propor- his ae 
tion to its depth, must render the removal of the to be 
deeper seated glands, a task of some difliculty. ences 
But their depth in those cases, though the cause 

of difficulty, is not the cause of danger: the 
degree of danger is to be estimated by their 
“proximity to some large blood vessel in the cavity. 
Weare generally cautioned against attempting the 
removal of those glands, which lie close upon the 

trunk of the axillary artery; and this rule is laid 

down in such a manner, as might induce you to 
suppose,that no other large vessel is endapgered 12 

this operation. Let us then examine how far the 
trunk of the axillary is liable to be divided, and 
whether we do not run a risgue of wounding 

some branches so large, as to give rise to a fatal 
Hemorrage. 

The Axillary artery in its course, from the top of SRuisesn 
the Thorax to the neck of the Seapula, runs posicion of 
obliquely across the cavity of the axilla. fn see 
course, it is gradually approaching nearer and nearer 7 
to the scapula, and at the same time, tending to 
apply itself to the lower surface ef the pectoral 
muscle, Whenit has arrived at the neck of the 
scapula, it then lies close to the under surface of 
this muscle. From this point, the artery pursues 
its course contiguous to the muscle, and protected 
by its edge. Now, as the breadth of this musele 
rapidly decreases in the interval between the neck 
of the scapula, and its insertion into the humerus, 

8 
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it is obvious that the artery, 10 its course along the 
humeral part of the axilla, is more superficially 
seated. From this view of the course of the 
axillary artery, it is plain that it will be endangered 
when we carry our incisions at the humeral part of — 
the axilla, close to the edge of the pector al muscle, 
even though these incisions be but superficial. 
When our incisions are made into the axilla, near 
to the T horax, the axillary artery is endangered, 
as often as these are carried deeply towards the 
apex of the axillary cavity. It is scarcely neces- — 
sary to observe, that the axillary vein is liable to 
be wounded before we reach to the artery, as the 
former i is less sedate situated 1 in the cavity than the 
latter. 
Giants | We sometimes find diseased lymphatic glands, 
alors lov Wing along the posterior border of the axilla, and 
of scapula. these being far removed from the direction of the 
axillary artery, may be supposed to admit of extir- 
pation without any risqué. However, we shall 
find that the trunk of the sub-scapular artery is 
lee ate - endangered by their removal. For this branch 
ar ie 
leaves the axillary artery opposite to th e glenoid 
cavity, and runs transversely towards the lower 
border of the scapula, Hence it is plain, that its 
course lies across the humeral end of the cavity, 
and consequently it is liable to be wounded ‘in 
_ extirpating’ any glands which are situated towards 
this extremity ofthe axilla. Now, the subscapular 
artery is so large, that a division of it must be 


ed by their 


. Femeva ; 
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_ dangerous to a patient, of any habit of body what- 
ever, and must instantly prove fatal to a delicate wound of 
female, reduced by previous sufferings of pain, and susie 

J ‘ _ may piove 
hectic fever, and exhausted by the preceding steps instantly 

: Pat fatal. 
of such a painful and terrifying operation. 
Many glands lie at a distance from either edge Clnds 

; ’ ‘ . not near to 
of the axilla. Their removal cannot cause a cither edge 
hemorrbage immediately fatal, but may be followed 
by some troublesome bleedings.- For the thoracic 
arteries are liable to be wounded in removing those 


glands. | 

These arteries lying ina deep cavity, and sur- Their re- 
rounded by loose cellular substance, can with difit- ivipcaleins 
culty be secured by the tenaculum and ligature. otis, 
Yor they will recede instantly on being divided, | 
and shrinking in among the Toose cellular sub- 
stance, will inject it with blood. Thus the ex- 
tremity of the divided artery will be buried in the 
distended cellular substance, so that its open 
mouth cannot be distinctly seen. Hence secondary 
hemorrage ts much to be dreaded under those cir- 
cumstances. ‘To prevent all these ill effects, which | 
might result from a division of the thoracic arteries, 
you will only have to observe this rule. . Befoe 
you dissect out any large gland, or cluster of ae 
glands, search for any large veins connected with thes | 

‘ : iecdings. 

them, if any such be visible; catch the vein between 
your finger and thumb, you will feel the pulsation 
of the artery, pass a needle and ligature round the 
vein, and this will also include the artery; for 
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the thoracic arteries and veins acconypany eacli 
other with wonderful regularity. Having thus. 
secured the artery, you may cut it across m the 
interval between the ligature and the diseased 
gland. 
hie peta Although the diagnosis between sehirras and 
inthe Other diseases of the breast, be not founded on the 


breast re- 
s€ ' lag 
Serr b lan gr 


shinus. does not come withm the scope of this work, yet 


anatomical structure of thispart, and consequently 


Teannot refrain from statmg the symptoms of another 
species of tumor, which ts occasionally to be met 
with in the breast, as it is net described by any 
author I have hitherto seen. 

Descripti- "Phis is a distinct tumor or hardness in the 

en oo breast, generally seated deep in the substance of 
this gland, and towards the axilla. This is usually 
traced by the patient to some shght hurt. In size, 
it searcely.ever exceeds a walnut. Its surface seems 
rough; but this is caused by its bemg felt through 
the gland. It 1s occasionally attended with some 
slight pains; these are mduced by any distress of 
mind—by wearing the elothes tight across the breast 
—~and by a.costive state of the bowels. On the 
approach of the menstrual period, these pains in- 
creasc, and cease on this evacuation being com- 
pleted. A tenrporary enlargement of the tumor 
attends these attacks of pain, and retires on their 
cessation. 
_ The subjects of this complaint are young 
women, generally under thirty years. of age. In 
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one instance, the patient was nearly forty years 

old, and unmarried; im another, the lady was 
married, but had not any children, and was irre- 
cular in menstruation. These tumors disappeared 

m such of these patients as became nurses, and in 

the others have remained stationary for many 
years. ‘The only treatment I coneeive they require, 1s Tieatment 
such as tendsto restore the general health. A lotion 
ef aqua ammonite acetata; or camphorated spirit of 
wine applied with a feather, and allowed to eva- 
porate, are the topical applications which I have 
employed with most relief to the patient. 

I have introduced the mention of this disease, Why te. 
not for the purpose of laying down a plan of treat- troduced 
ment, but of preventing this kind of tumor from “0 
being mistaken for a true schirrus, | 

We shall defer any further observations on the 
diseases and accidents to which the parts connected 
with the axilla are subject, until we come to 
speak of the diseases and injuries incident to the 
exremities, 


Mode of 
commenc- 
ing the 
dissections 


Fascia of . 


throat. 


Its extent. 
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BEGIN. the Dissection of this part by an 
incision through the skin, along the clavicle and 
top of the sternum—then fw another incision 
from the top of the sternum to the chin, and con- 
tinue this along the side of the face to the upper 
part of the ear.  Dissect back the skin, taking 
care not to injure a superficial, but pretty strong 
fascia which lies immediately under, and closely 
ccamected with the skin, 

Expose i in this way, the fascia of one side of the 
throat. By pinching up and drawing this fascia 
with your forceps, you observe, that it passes from 
the neck down upon the thorax, without having 
any attachment to the clavicle or sternum. You 
also observe it stretching over the surface of the 
parotid gland, passing above the upper end of this 
gland, and blending itself with the aponeurosis of — 
the temporal muscle, on and above the zygomatic 


process. ‘This fascia is very closely connected 


with the cartilaginous tube of the ear, being of a 
close and firm texture where it joins the inferior 
portion of this tube; but where it joins the ante- 
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rior part of the tube, it is of a more loose and open 
texture—being here perforated by many holes, 
obviously for the transmission of nerves and blood- 
vessels, Anteriorly to the masseter muscle, this 
fascia seems to be implanted into the base of 
the lower jaw. While this fascia lies exposed to 
your view, consider well what influence it may 
have upon the diseases and operatiens to which the 
different parts lying under it are subject. And, 
first, in inflammations and suppurations of the [ts info. 


ence in 
parotid gland. In such cases, even though the abscess of 


quantity of matter be great, yet this fascia will oiand.. 
prevent the elevation of the swelling from being 
considerable, especially towards the upper end of 

the gland, because here the attachments of the fascia 

are of very considerable extent and firmness ‘The 
nature and unyielding texture of this fascia, wiil 

not permit the matter to point as soon as formed in 

the upper extremity of the gland; nor will it allow 

us to ascertain satisfactorily, the presence of the 

fluid by the unequivocal test of fluctuation. If, 

then, we be ignorant of the structure and connexi- 

ons of this fascia, we shall probably hesitate to 
make an opening into the tumor, and by our 
indecision and timidity, shall subject our patient to 
sufferings, as intolerably severe as unnecessarily 
protracted. To what a pitch. these may arise, 
judge from the following statement : 

_ A young and delicate lady was affected with a rxample. 
swelling, situated at the lower and back part of 
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the cartilaginous tube of the ear. This, from its 
commencement, was attended with excessive pain, 
and redness of the integuments ; she soon became 
unable to chew, and swallowed fluids only with the 
greatest difficulty; her nights were passed without 
sleep, even when she took opium in large doses ; 
her strength and health were at length reduced to 
the lowest ebb; and now part of the matter was 
spontaneously discharged, by an openiag near the 
angle of the jaw; but this did not occur until 
after a series of sufferings, protracted for four 
weeks. Before this event took place, the swelling 
had extended down below the clavicle; and the 
integuments of the entire side of the neck, and 
even those on the upper part of the breast, were 
red and inflamed, In this case, from an early 
period, a small quantity of matter was daily dis- 
charged through the external ear; but was toe 
iconsiderable to afford relief to the paticnt, and 
unfortunately did not excite in the mind of her 
attendant, that enquiry into its source, which must 
have Jed him toa judicious and decisive mode of 
: treatment, ; 

Incisions . It is not my intention by this statement, to 
not toe encourage the young practitioner to make deep 


aa Eo: incisions into this gland, immediately on the first 
reg attack of inflammation, lest he should wound 
some of the branches of the temporal artery, which 
are distributed to it in abundance. I only wish 


to convince him of the impropriety of waiting for 


iy 
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a distinct fluctuation, such as he has been in the 
habit of feeling in abscesses immediately under 
the skin, unconnected with a fascia or aponcu- 
rosis. 
We meet, however, with some instances of sun- 
purations inthis gland, which, though not timely Abscess of 


parotid 


opened by the surgeon, have yet a favourable, sometimes 


and spontaneous termination ;. for the matter iesags “Ss 
makes its way into the meatus auditorius externus dit. extern, 
by an opening sufficient to discharge the contents 

of the abscess inashort time. Such openings pro- 

bably take place through some of those fissures, 

which are found in the cartilaginous portion of the 

tube. Inthis way I have observed many of those 
abscesses, supervening an acute fever, to termi- 

nate. | 

Some remarks on the morbid conditions of this 
fascia shall be made when we come to speak of the 
fascia investing the limbs ; at which time we shail 
also consider what benefits may be derived from a 
division of this fascia and the platysma mycides, in 
cases of contraction from burns and se¢alds in the 
throat and neck. 

Close to the upper edge of the parotid gland, Lymph. 
and in contact with the anterior part of the mea- inven ‘ 
tus auditorius externus, lie two or three small lym- ee 
phatic glands, distinguishable by their colour from 
the parotid. Some few lymphatic glands are also 
seen on ithe surface and on the lower edge of the 
parotid, T 
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Enlarge. = May not the chronic enlargement of some of 
ment of . 


these mis. these lymphatic glands have been mistaken for a 

marci schirrus of the parotid itself, and the removal of 

parotid. such by the knife been boasted of as the extirpa- 
tion of the parotid gland? When you contem- 
plate the nerves and blood-vessels which pass 
through the substance of this gland, and also the 
depth to which it sinks, as it is imbedded between 
the ramus of the lower jaw and the mastoid pro- 
cess of the temporal bone: When you reflect on 
the very firm and almost inseparable attachment of 
the gland to these parts, you will be very tardy in 
giving credit to the stor ies of extirpation of a 
schirrous parotid ¢land. 

To ascertain sé Practicability of such an opera- 
tion, let us investigate more minutely, the anatomi- 
cal structure and relations of the parotid gland. — 

‘Aviators 1 ales eland extends from the zygomatic process 
ae ae of the temporal bone to about a quarter of an inch 
relations below the angle of the lower j jaw. Its breadth in 
of parotid. 
os ‘the yicinity of the zygomatic process, extends 
atupper transversly from the meatus auditorius externus to 
Paternity the anterior edge of the masseter. musele, at least 
some part of the gland accompanies the duct un- 
ti] it has reached to the anterior edge of this muscle. 
Coe The depth to which this gland ee sinks, is suchas 
extremity. renders it, difficult, on the dead body, to dissect out 
that portion which lies between the temporal and 
lower maxillary bones; and this, with the advan- 


tages of having the skin previously stripped off, 
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and the view undisturbed by any hemorrhage.— 
When such difficulties oecur in the dead, how 
can we hope to surmount those which must be 
superadded in the living body.—The lower end of 
this gland sinks very deeply from the surface, so Depth of 
that it lies on the digastric, where this is about to chs chimes 
pass through the stylo-hyoid muscle. ‘The depth 
then of the lower end of this gland is not much 
less than that of its upper end, although it is not 
here confined within such narrow limits by its an- 
terior.and posterior boundaries. 

We shall, however, find still stronger objections . 
to this operation than those which arise from these p,,;, ae 
difficulties. We shall find it attended with such tio of 


this gland 
unavoidable destruction of important parts as must cannot be 


render the attempt most certainly fatal. First, theo 
portio dura of the seventh pair of nerves, which wornd of. 
passes out of the stylo mastoid hole, and then runs Forte 
through the body of this gland to its destination 
on the face and neck, the trunk of this nerve must 
necessarily be cut across. A paralysis of this side 
of the face would be an inevitable consequence of 
the division of this nerve. The termination of the aie 
carotid artery, which is yet to give off the tempo- eet 
ral and internal maxillary arteries, enters into the*"!" 
lower extremity of this gland. Unless this be tied 
before the lower part of the gland is raised, a vio- 
lent hemorrage must. imstantly carry off the patient. _ 

The dificulty of dissecting down to this artery, ane 
and then passing a ligature round it, necd not bea ligature 
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round this poynted out to any one who reflects that it passes 

artery. . ° . ; “A 
from under the digastric and stylo-hyoid muscles, 
as it is about to enter into this gland. 

Some, aware of the danger and difficulty of this 
part of their supposed operation, assert, that they 
finished the removal of the parotid by tying a liga- 
ture round this portion of the gland, and thus 
causing it to slough away. But, grantimg for a 
moment, the practicability of this step, yet it must 

Diffcule appear inconceivable how they could dissect out 
tes of diss even the upper portion of the gland. For, inde- 


sectin 
out upper pendently of its position, and the depth to which it 
parotid. sinks between the temporal and lower maxillary 

bones ; independently too of the embarrassments 

which must attend the hamorrage from the 
Interna] unavoidable division of many small arteries and large 
pee veins in the first steps of the operation, the Sur- 
would be geon has to cut across the trunk of the internal 


ee maxillary artery ; for this artery passes off from 
the continued trunk of the carotid completely 
across the substance of this gland. So that this 
gland cannot be detached from one half of the 
ascending ramus of the lower jaw, without 
the certain destruction of this artery. The 
end of the divided vessel shrinking in under this 
bone, cannot afterwards be secured by ligature or 
by compression. Should the operator leave behind 
him any part of the schirrous gland, he must be 
aware that his operation will be followed by a re- 
turn of the disease.—If to avoid this error, he 
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should dissect at all deeper than the seat of the 

upper part of this gland, he will almost inevitably 

wound the trunk of the internal carotid artery, P@°8% 
whieh runs anterior to the root of the styloid pro- ee. 
cess, or of cutting into the internal jugular vein, lar vein. 

which runs immediately behind this process. Seals 

Behind the root of the mastoid process a pret- eC 
ty large lymphatic gland lies between the bone and mastoid 
the fascia of the neck. This gland is not unfre- are 
quently in children the seat of inflammation, ee Sal 
which sometimes proceeds slowly to suppuration ; 
the matter, being bound down by this fascia, an ae 
early opening is required, opening. 

On detaching the fascia and platysma myoides 
from the base of the lower jaw, the Submaxillary Saou 
gland is seen stretching from the os byotdes nearly lary gland 
to the base ofthe chin. Between the upper end of 
this gland and the base of the chin are interposed ce eae 

two lymphatic glands, corresponding to the two lymphatic 
lobes of the submaxillary. The extirpation of one82"°%, 
or both ef these glands when enlarged, has passed 
with some, for the exuirpation — of the submaxillary 
gland itself. 

The impracticability, however, of removing an | 
enlarged submaxillary gland may be readily con- cary al 4 
ceived, by observing, that the angular or labia] cannot be 
artery runs along the eroove in the body of thi 5 = 
gland ; and also by recoHecting the depth to which Reasons 


assigned, 
the gland penctrates ; a portion of it turning in un 
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der the mylolyoideus, while the body of the 
gland lies on the stylo and hyoglossi muscles. 
The anatomy and diseases of the sublingual 
gland shall be reserved for the description of the 
tongue. 
When you raise thé sterno-mastoid muscle, 
Lympha- especially in young subjects, you find all the side 
fic glands of the neck, from the great blood-vessels back to 
neck. the edge of the trapezius, thickly covered by 
animmense number of these glands. You must 
have a recollection of the great number of these, 
Deformity and of the space which they occupy, in order , to 
caused by comprehend the cause of that great deformity which 
these en- . ; 
larging. 18 observed when an enlargement of all those @ lands 
occurs at once. 
This disease, which I believe to be of rare oc- 
currence, is of a chronic nature, and is productive 
of much less distress to respiration and deglutition 
than you might expect, from the increased bulk of 
the parts. The exemption from such distress, 
may be owing to the situation of these glands on 
the sides of the cervical vertebra. 
Eine From the thyroid. gland, down to the sternum, 
tic glands ga Jarge number of lymphatic glands are found, 


o e 


in vicinity 


of zsopha-some lying before, and some behind the carotid 

aie and subclavian arterics. Many of these lie so close 
to the sides of the trachea, and csophagus, that 
when enlarged, they may press on the latter, espe- 
cially in the vicinity of the top of the sternum, and 
eause difficulty of deglutition. 
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The External Jugular vein lies covered by the nal ja 
fascia aud by the platysma myoides, the course of gular vein. 
the vein corresponding very much with the direc- 
tion of the fibres of this muscle. 

This coincidence of direction points out the 
propriety of opening this vein, when we wish. to Line of 
draw blood from it, by an incision which shall be Pose? 
more or less oblique with respect to those fibres, pening it 

Cautiously raising ihe fascia from. the forepart 
of the neck, you find a yein descending from each 
side of the face, and running along the side of the Superficial 
throat by the anterior edge of the sterno hyoid MUS- veins of 
cles. These yeins acquire a considerable size by" 
the time they come down to the base of the thyroid 
gland, and they are connected together by a large 
yenous trunk, which crosses the throat at a greater 
or less distance below the base of this gland. 

It is obvious, then, that in cutting through 
the integuments in the operation of bronchotomy, 
this connecting yenous trunk may be opened. This 
accident would embarrass the operator, by con- pa 
cealing the parts from his view ; but can hardly trouble: 
“be supposed to prove dangerous, by pouring operation 
blood into the trachea after the opening has been . 
been made into this tube. For, observe, that all | 
these veins, the lateral branches, as well as the con- 
necting trunk, lic immediately under the common 
superficial fascia of the neck, and above that fa- 
scia which invests all the small muscles, passing 
between the sternum and larynx.--Now make a 
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ve slight incision through the internal fascia, where it 
trachea, lies between the sterno-hyoid and thyroid. muscles 
of the opposite sides ; and separating these muscles 
from each other, the thymus gland will be seen 
in young subjects, stretching with its cornua up to 
the base of the thyroid eland. 
Thyroid The Thyroid Veins. are seen collecting their 
see branches from the gland, and then running down 
along the middle of the trachea in one or more 
trunks of very considerable size. 
Difficulties - kere again reflect on the difficulties which are 
Le ebaet likely to occur when you perform bronchotomy on 
Hon of: patients under the age of puberty ; for, af you 
tomy. make your incision only so low down as midway 
between the sternum and larynx, your instrument 
may pass through the substance of the thyroid 
gland, which is proportionally larger in children 
than in adults. And. perform it at what part of 
the trachea you may, still you are in danger of 
opening the thyroid vein when it runs single, or 
either of the thyreid veins when there are two 
trunks. Should this accident occur, the blood 
will readily flow into the trachea; close to which 
the vein runs, and will be prevented from escap- 
ing through the external wound, by all the mus- 
cles and the integuments which cover the tra- 
chea. This stage of the dissection, however, af- 
epiibual fords us a view of that spot in which the opera- 
this opera. tion may be performed without any of these incon- 


tion m 
the pan veniencies ; and with the additional adyantage of. 
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performing it on a part which lies much more su- Fonvent 
— he with great 
perficially ; for we see between the cricoid and thy- aivan- 


roid cartilages a triangular space, bounded on™?” 
each side by the crico-thyroidei muscles, and filled 
up by a membrane, which connects the cricoid to 
the fissure in the base of the thyroid cartilage.— 
‘Thisspace, inits widest part, near,to the thyroid car- 
tilage, measures five-eighths ofaninch. The distance 
between the cricoid and thyroid cartilage is three- 
vighths ef an inch.—This spot can be readily dis- 
covered in the living body, the prominence of the 
thyroid cartilage, serving as a guide. Between 
this membraue and the integuments a small depth 
is interposed, and no large vessels run on its sur- 
face. As this membrane is situated along the in- 
ferior margin of the thyroid cartilage, an opening 
made through it will enter the larynx below the 
rima glottidis, and thereby secure all the advantages 
which result from an opening made in any part 
of the trackea. 
_ Another, but a more slight inconvenience in the 
ordinary operation of bronchotomy, arises from 
the difficulty of keeping the trachea in a fixed po- Difficuley 
sition. This, however, applies principally to those of pushing 
modes of operating in which it is proposed to into wa, 
plunge an instrument into the trachea without hay- 
ing previously laid it bare. 

[tis only by careful examination and repeated ee caie 
study of the anatomy of the neck and throat that oftying 

U 
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thecarotid you can be prepared for the bold operation of ty- 
wy" ing the carotid artery in cases of ancurism of the 
trunk or of a wound in its deep branches. You 
know that the common carotid bifurcates a little 
above the top of the larynx ; and therefore you see 
that an incision to uncover this trunk should not 
Lineof begin much above that potat. Ifthe incision be 
incision. eontinued down to the clavicle along the anterior 
edge of the sterno-mastoid muscle, it will be found, 
particularly at its wpper part, to run very much in 
the line of the artery, though a little anterior to it. 
In order. then to expose, the fascia which envc- 
topes at once the jugular vein, par vagum and ca- 
rotid artery, you must draw backwards the exposed. 
edge of this musele. The omehyoideus muscle is 
seen crossing this inéision about two inches, or twe 
Where the Mches anda half above the elaviele. The artery 
einige is deeply covered as it ascends to the larynx, and 
tied. ean, therefore, be more easily tied in proportion .as 
Descen. it Has risen above the clavicle. The descendens 
dens noni noni, is more hable to be wounded in the upper than 
when most . ee Poe ae ; 
endanger- 1 the lower paré of the imeision, as this nerve ad- 
cd... _yanices forward on the sterno hyoide: muscles, in its 
ry course down along the side of the throat. | 
with | On cutting through the fascia which invests the 
vein alter- carotid artery with the jugular vem and eighth pair 
one and herves; the vein will be found alternately to ad- 
gees _ vance aiid recede, according as its state of distention 
js influenced by the different states of respiration : 
and, therefore, it should be held back by the finger 
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of an assistant, while the operator is exposing’ the 
artery, and detaching it from its connexions. 

The eighth pair of Neryes is more intimately 
connected withthe yein than with the artery, 
lying under the former; so that when you are t9 pow to 
pass your needle, it will be more prudent to intro- ab ee 
duce it on the outer side of the artery. By dhis St) par ee 
mean the nerve will be secured against injury, as. 
it is easy for the Surgeon to introduce the instru- 
ment between the nerve and artery: while on the 
contrary, if the needle be introduced on the inner 
side of those vessels, the operator can with diffi- 
culty avoid including the nerve and artery in the 
ligature. By using an aneurism needle of silver 
unalloyed, such as is recommended by Mr. Aber- | 
nethy, which admits of bending with a very slight 
touch, this step of the operation will be nee 
facilitated, 

When yeu consider the paris shin cover sai 
earotid artery, and the manner in which these are 
connected together by the fascia of the throat, 
you may conceive how difficult it must be to form Pificuity 


of disco- 

a decided opinion of the existence of an aneurism of vering an 
~ aneurisn 

this artery. And yet these are not the only CLAUSES of carotid 


of difficulty. For the vein and artery are accom-7"""’ 


panied down the neck by a chain of lymphatic 
glands, the enlargement of one or two of which, 
would be productive of symptoms nearly the same 
with those which attend aneurism of the artery. | 
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Tn many instances, those unfortunate persons 
who attempt to commit suicide, inflict the wound 
dstal in the upper part of the throat. In the maj ority 
frequently Of such cases, the os hyoides is separated from its 
wae connexion with the thyroid cartilage, and the 
oui at epiglottis detached from its connexions with the 
larynx, still continues its attachment to the base of 
the tongue. This is rather a wound of the mouth 
than of the throat, and through it the food comes 
out along with the saliva, because the anterior wall 
of the mouth isno longer entire. The trunk of 
the superior thyroid artery, will probably be 
Whence Obened by such a wound. At all events, somé of 
the its branches must; and the hemorrage from these | 
hemor. vessels will. be profuse, if not suppressed by the 
— fainting of the patient, as is often the case. It is — 
asserted that the hemorrage from these vessels, has 
even proved immediately fatal. ‘The profuse bleed- 
ing which attends such wounds, has induced some 
Surgeons to mistake these cases for wounds of the 
carotid arteries, You may, therefore, be assured, 
that almost every history which has been recorded, 
_ of wounds of the carotid’s terminating favourably, 

has been founded on this mistake, 
Why the The carotid arteries, you may remark, cannot 
soit be affected by a wound, of this part of the 
escape throat, unless it be carried very deeply; be- 
vnhurts eause you see them lying at the sides, and 
almost behind the larynx. These arteries you 
observe, are, from their situation, much more en- 
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dangered by a wound made in the lower part of th» 
neck. 

The nature of the wound made in these attempts, +, 
is such, as generally leaves room to hope for a wounds 
_ favourable termination. In some cases, however, Rk ce 
that morbid condition of the system which pre- ee , 
ceded, and which in all human _ probability, 
produced the attempt, prevents the wound from 
ever assuming a healing appearance. A remarkable 
instance of this occurred in the following case : 

A middle aged man atiempted to commit suicide, 
by cutting his throat with a razor; the wound was Example. 
supposed to have passed between the os hyoides and 
thyroid cartilage, and was about two inches and a 
half long. Three points of suture were passed 
through the lips of the wound, and these were 
supported by adhesive plaster and posture. He 
refused to take any nourishment until the second 
day; when he attempted to swallow a little milk, 
one-half of which was observed to escape by the 
wound. On the fourth day all the sutures gave 
way. A cough, with whicl he had been pre- 
viously troubled, became much more severe, after 
the infliction of this wound. He had no appetite— 
complained of constant thirst—and sweated pro- | 
fusely in the nights. The wound never put on any 
appearance of healing; onthe contrary, ulceration 
extended down along the thyroid cartilage, and this 
soon became bare and carious, Opiates served to 


~~ « 
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mitigate the severity of his cough. He daily ds- 
clined in strength—some of his drink continued to 
escape by the wound, until the per iod of his death, 
which took place in nine weeks after the infliction 
of the wound, ; 
Appearte . Oi: examining the parts after death, it was found 
diccection, Ab A edosideruale portion of the upper and an- 
terior part of thyroid cartilage had been removed 
by absorption; that the wound which now ap- 
peared asa round opening, led into the upper part of 
the larynx, and that the epiglottis still preserved its 
connexions with the Jarynx. How shall we account 
for the escape of his drink through a wound of the 
larynx, as this really was? 
oe That.enlargement of the T hyroid gland, called 
isis e Goitre, we know to be but little affected: by any 
gland. medicines or external applications hitherto em- 
ployed. This disease, though . not of a painful 
nature, yet induces such deformity as te render the 
mind of the patient miserable. He sometimes 
implores the Surgeon to undertake any operation, 
however hazardous, for his relief. But to such 
solicitations nothing should tempt you to yield ; 
_ for you should recollect the large supplies of blood 
kei which this gland enjoys, even in its healthy state, 
extirpated. ond the free communication between its different 
arteries. You should also recollect that the in- 
ferior laryngeal artery. lies very deep on the fore- 
part of the cervical vertebre, behind the trunks of 
the carotid artery and eighth pair of nerves. It is 
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not necessary to say, that under such cirmumstanees” 
the Surgeon must find it extremely difficult, if not’ 
absolutely impossible, to secure the end of the 
artery when divided. 

~ When you are to pass an instrument fromthe nose Cantions 
into the esophagus, be careful to make the patient ane 
keep his tongue within his mouth. This will strument 
prevent the instrument from passing into the phasus. 
larynx; for in this position of the tongue, the 
epiglottis is laid down on the olottis. Whereas, 
if the instrument be introduced while the tongue. 
is pushed out of the mouth, the epiglottis is raised 
up, so as to expose the opening of the larynx for 
the reception of the instrument. The same rule 
should be observed when you are to introduce the 
instrument by the mouth. | 

Inflation of the lungs, by a tube that passes Inflation 
through the nostrils into the top of the pharynx, ee 
is one of the principal means employed for the 
resuscitation of drowned persons. ‘The object of 
the Practitioner, however, is often defeated, it How 
having been found in many instances, that the air égepas 
had distended the stomach, while an inconsiderable 
quantity (if any) had entered into the lungs. 
Such disappeintments may be guarded against, by 

, , . 5 , - , How'these 

passing this tube only so far down, that its point faiures 
shall reach nearly to the base of the tongue, and eee 
then pressing the trachea gently backwards against 
the cervical vertebra. For by this ‘expedient the 
esophagus will be compressed between the bodies 


‘ 
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of the vertebra, and the broad posterior part of 

the cricoid cartilages, while the opening and 

passage of the larynx remain perfectly pervious. 
Forign It has been said, that foreign bodics stopping in 
rate ., the AMsophagus, have caused immediate death, 
esophagus 'Fhis cvent has been ascribed to the pressure made 


How sup- | 
posed» by such body on the larynx, er trachea, so as to 


‘cath, intercept the passage of air through this cartilagi- 
This ex. NOUS tube. But a moments reflection on the 
planation structure of the larynx, must convince you, that no 
not applic. j : aian Sar ya 
ableito pressure to which it can be subjected, by any body 
nee lodging behind it in the asophagus, can have the 
effect of compressing its walls so as to close its 
Norto canal. Again, should the foreign body stop in 
tacheae a Jower part of the asophagus, it cannot cause 
compression of the trachea to a dangerous degree. 
For the connection of the trachea and asophagus 
to the surrounding parts, is made by means of such 
loose cellular substance, as will permit either te 
clude the danger arising from the pressure of any 
body lodged in. the other. Besides, by bending 
forward the neck, the compression of the muscles. 
against the anterior part of the trachea, will be 
removed ; and thus the pressure made against the 
posterior part of this tube, by a foreign body lodg- 
ed in the esophagus will be. evaded. To what. 
other cause death in thosc cases is to be ascribed, 
{ shall not pretend to say; as it has not fallen to. 


my lot to examine the bodies of such patients, 
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Sometimes a foreign body skps into the larynx, aes aN 
from which, if it is not instantly rejected, almost larynx. 
immediate death ensues. In some instances how- 
ever, the foreign body descends into the trachea, 
and lodging there, produces such severe irritation, 
that ibe patient is certainly though more slowly 
carried off, 

The Esophagus is but too- often the seat ee 
stricture. The contraction of this tube creeps on of xsopha. 
so slowly, that in some cases the canal has been® 
completely closed before any effort has been made 
for the relief of the patient. Under these distres- 
sing circumstances, the Surgeon might feel hunself 
justified in using a considerable degree of violence, 
for the purpose of forcing open the passage. But 
to this practice many objections occur. For the 
instrument instead of being pushed down through Objections 
the constricted part of the canal, may be forced fectoun 


instrument | 
out through its side, immediately above the seat Sa 
of the disease. So that if the stricture occupy 
any part of the esophagus, which lies in the thorax, 
the instrument may be forced into the mediastinum 
or even into the thorax, and thus a passage for 
liquids at least, be opened ‘into either of those 
cavities. Should the stricture be seated in the - 
upper part of the esophagus, we run the risque 
of wounding the carotid artery, the jugular 
vein, or eighth pair of nerves, by the instrument 
forcing a passage through the coats of the tube. 

x 
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| The dangers whieh beset every attempt mecha-_ 
er A fnically to destroy strietures of the xsophagus, are 
tempt in- mest materially increased, by the ehanges which 


seen ae disease induces on that portion of the tube, 

*soPhagus immediately above the seat of stricture. For here 
a remarkable dilatation takes place, so great in 
fact, that we find it described by different writers, 
as a pouch formed by the wsophagus above the 
seat of stricture. It is obvious that any imstru- 
ment employed for the purpose of forcing a passage 
through the stricture, will almost inevitably be 
pushed into this pouch, and forced through the 
sides. igegine 

ag png The objections to which an attempt to force — 

insuch open the constricted portion of the wsophagus 1s 

mss subject, apply with equal foree to-the use of 


caustic bougie in such eases. - 
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ANATOMY OF THE PELVIS. 


THE Anatomy of the Pelvis is an object of ne 
less difficulty to the Surgical Student, than of uti- 
lity to the Surgical Practitioner. 

The advantages derived from a therough know- 


, . , ’ ., Import- 

ledge of this piece of anatomy ; the light whieh it ance of an 
; . accurate 

throws upon the nature of some ebseure diseases 5 knowledse 


‘the confidence which, in a variety of cireumstances, ct 

it must impart to the operator, will more than repay anatomy. 

him for all the pains and labour which he must 

necessarily bestow on the many intricate and varied 

dissections of the same part. For instance, a 

knowledge of the anatomy of those parts, can alone 

enable the Surgeon to perform with safety, the 

arduous and hazardous operation of Lithotomy. | 
rare ‘ “ In hithoto- 

Yor the incisions are to be carried through a space my. 

so confined, and so surrounded by important parts, 

that the slightest deviation of the knife may be 

attended with the most serious consequences. 

Nor can the Surgeon without an intimate know- 

ledge of the anatomy of the Pelvis, understand the 

causes of the many failurcs he may meet with, in In retenti- 

attempting to relieve his patients from retentions of 7. °! 


urine ; and consequently he raust be indebted to 


- 9 
tw 
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blind chance for those instances in which he may 
happen to accomplish his object. An ignorance 
of the anatomy of those parts, not only subjects 
the Surgeon to the disgrace of total failure, but 
likewise subjects the patient to the probable loss of 
life. In many cases of affections in the urethra or 
bladder, the hfe of the patient, which would have 
been spared by the disease, has fallen a sacrifice to 
ieee unnecessary and ill-directed force used in the in- 
bee or troduction of a Catheter or Bougie. For in many 
~~ Of those cases, the constitution is sympathyzing 
strongly with the diseased condition of the urinary 
organs; and at the same time is so much affected, 
that it cannot without danger, admit much addi- 
tional irritation, How often do we find the 
Surgeon indebted for a short lived success, rather to 
chance than to skill. How often do we find that 
the same Surgeon has been in the habit of passing 
the same jnstrument for days together; but at 
length, from some accidental alteration in the 
position of the patient, or some unobserved deyi- 
ation in the direction of his instrument, he meets a 
resistance, which his anatomical knowledge does 
not enable him to comprehend or surmount ? 
Review of Do not attempt to dissect the soft parts of this 
the bony cavity, without refreshing your memory by a view 
ofPelvis of its more solid boundaries, Examine the Pelvis 
nceessat¥* of an adult stripped of every softer part, even of its 
ligaments. Next study the pelvis with its liga- 
ments. Compare the Pelvis of the adult male with 
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that of the female; of the adult with that of the 
child.- You must next examme this cavity as, 

ieiy'og 
connected with the trunk of the body, and carefully Danae the 


recent 


mark the relative position of the one to the other. (yj. 


Make this examination on the recent subject, and 
not on tlie predJerved skeleton For should you 
examine it only on the latter, you will be misled in 
a matter of the greatest consequence to the prac- 
tising Surgeon. For in this way ouly can you 
_ acquire an accurate knowledge of the relative posi- 
tion of the axis ot the pclvis to that of the trunk of 
the body. This knowledge affords the greatest as- 


sistance in ascertaining the nature of some obscure Advanta. 
ges deriv- 
ed from an 


covery of some injuries to which the Pelvis and accurate 
nowledge 


lower extremities are occasionally exposed, But of the rela. 
tive posi- 


its utility is of still more considerable extent. For tion of the 
I will venture to assert, that a knowledge of this Ps 


single point will explain to you, the most frequent 


diseases, and is particularly subservient to the dis- 


cause of unsuccessfui operations for the stone, will 
guard you against similar errors, and open the road 
to improvements in some of the most delicate and 
wnost difficult operations which the Surgeon is 
called upon to perform. We'shall not now enter 
into a detail of all the varieties in the position 
of the Pelvis, which depend on age or sex. We 
shall confine ourselves at present to the conside-. 
ration of the changes induced in the position of the 
Pelvis of the adult male, by the different postures 
of the body, 
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Changesin ‘When the body ts erect, the Pelvis is so piaced, 
positon oO ° ° . é 

pelvis that a line passing from the third lumbar vertebra, 

gassed PY will fall nearly upon the superior edge of the sym- 

ree physis of the ossa pubis. For in this position the 

Direction eavity of the pelvis is projected so far backwards, 

os Aide that the ossa pubis become the part, against which 

iserect. the abdominal viscera press. You sce thcrefore, 

that in those positions of the body, whercin these 

viscera could gravitate against the cavity of the 

pelvis, tts oblique position protects it. And there- 

_Advanta- fore, you will cease to wouder how it comes to pass, 
ges of this e ’ ’ 

divection that the muscles of the pelvis so shght in texture, 

6 pt should be calculated te counteract the pressure of 

posture. the abdominal viscera, and the action of the 

abdominal muscles and diaphragm. For, you now 

see, that it is the action of the Diaphragm only, 

which they are required to counteract; and by 

. referring to the oblique position of this muscle, 

you observe, that the direction of its force in 

any other position (except when the body is bended 

forwards) is not to press into the pelvis, but 

against the lower part of the abdominal muscles. 

onan a When the body is laid horizontally, the axis of 

horizontal the pelvis forms with the axis of the body, an angle 

ee nearly sixty degrees; but this angle is not 

mvariably the same in all adults. - In females, it is 

more obtuse than inmales. In children, this angle 

as so extremely obtuse, that the axis of the pelvis, 

and that of the trunk, almost coincide, on account 


of the straight form of their yertebral column. 


in chikfren 
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When the patient is laid horizontally, and the 
Pelvis raised, we find that im propertion to the 
degree of its elevation, the angle formed by the 
axis of the pelvis with that of the trunk, is ren- 
dered more and more obtuse, until at length, by a 
considerable’ elevation of the pelvis, the axes 
of both cavities are made to coineide. 

The effects which other positions of the bedy have 
en the viscera contained in, and connceted with the 
Pelvis, shall be reserved until we have spoken of 
the structure and attachments of each of these 
organs, 

This one point, the direction of the axis of the 
pelvis being established, you will be ready to 
adinit these inferences, Thatin extracting a stone 
from the bladder in the lateral operation, your 
patient being placed horizontally, you should 
endeavour to withdraw the forceps im the direction 
of the axis of the pelvis, and not in the hne of the 
axis of the trunk. For in this last direction, the 
forceps and stone would be brought im contact with 
the arch of the pubis, by which the urethra and 
all the soft partsin the vicinity of this arch must 
be so severely contused, that this’ injury would 
probably terminate in the death of the patient, 
Nay, if the stone were large, it would be impossible 
for the Surgeon to extract it in this direction, 


The influence which the position of the Pelvis. 


has on Catheterism, and the operation of Litho- 
tomy, will be mentioned after the Organs of 
Generation have been described, 


cor 


tot 
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pepsin: The’ Pelvis in the male, contains the bladder 
with its appendages, and the rectum. | 
Rectum. Phe Rectum entering the Pelvis, descends along | 
the anterior surface of the os sacrum, keeping, 
however, a good deal to its left side. Although 
ee this intestine be cylindrical and contracted in its 
a ae upper part, yet we always find it dilated»in that 
portion which is behind the bladder, between it and 
the anus: so that there a sort’ of sae is formed, the 
mouth of which is shut by the muscles of the anus. 
(This dilatation 1s more evident in adults than in 
children, however it will be found in children, 
except those of onc or two years old.) Therefore 
the rectum above its sphincter, does not form a 
cylindrical cavity, but a flattened pouch, of which 
the part next to the bladder is longer—the epposite 
part is the shorter. Hence it is plain, that the 
Effects of intestine cannot be moved front its place by the 


this ferm 
in finger being: introduced into the anus, and therefore 


Mhotomy- this proceeding is not sufficient to secure this in- 
testine from being wounded in the lateral operation 
of lithotomy; nor can we facilitate the introduc- 

On passing tion of the catheter into the bladder, by attempting 

Catheter. Sith the finger introduced per anum, to draw 
down the rectum. 

cee Carefully observe the relations of the rectum and 

of perito- the peritoneum. In some cases you will find this 

neum with, 

rectnm. ynembrane completely surrounding the gut, and 
attaching it to the sacrum, by a sort of mesentery, 


which anatomists have termed Meso rectum. In 
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general, however, the peritoneum covers only the What — 
anterior half of the circumference of this intestine, oo 
and consequently binds it firmly to the os sacrum, Sige 
Nor does the peritoneum afford this partial cover- toucum. 
ing to the entire of the length of the uitestine. For 
having descended on the gut, so low as to be nearly 
on a level with the upper extremities of the vesicule 
seminales, it is then reflected from it to the posterior 
surface of the bladder. Thus a considerable pps part 
length of the rectum is left uncovered by the peri-°°Y,, ,. 
toneum, between the place of its reflection and thie cut in oper 
anus. This therefore is the only part of the gut ne ad 
which can with safety be divided in the operation *°* 
for fistula in ano. Judge then, whether we are fo — 
consider as improvements, those instruments, or 
directions which would enable us to divide this 
intestine so high up as to reach the part where it is 
covered by peritoneum. Consider well the risque | 

f . Lest abde. 
you would thereby run, of cutting through this men be. 
membrane, and thus laying open the cavity of the Pe? 
abdomen. Nor is the subsequent peritoneal inflam- 
mation the only evilto which the patient is exposed, 
by such incisions. The internal hemorrhoidal 
artery is also liable to be wounded, where it is yet si ol 
of considerable size. It is scarcely necessary “to morrhoid- 
add, that the haemorrage from such a wound, will ae 
be more serious when the incision is made in the 
posterior part of the intestine, along which the 
undiyiced trunk of the artery takes its course. 

x 
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Hemorr- The Hamorrhage in these cases, is not always 

res as manifested by a discharge. of blood externally. 

always For it sometimes happens, that the sphincter ani 

ternally. performs its office so perfectly, that while some 
considerable branch of the hemorrhoidal artery, 
which has been wounded, pours its blood freely 
into the cavity of the intestine, not a drop of it is 
allowed to escape externally. The accumulation 

ae of of blood in the lower portion of the gut, produces 

ets an irritation on the neck of the bladder, with fre- 
quent and unavailing attempts to pass urme. At 
length, the over-distention of the gut causes such 
an uritation, that the patient 1s seized with an _ 
irresistible desire of going to stool. By this, the ‘ 
the entire of the accumulated blood, is suddenly 
discharged, and the patient is seized with an imme- 
diate fainting. 

Fistula in. Lhis ee of F igtita in Ano, is sometimes 

ano some-induced by the presence of some solid body, whick 


time 
Me by having been swallowed by the patient, had passed 


a foreign 


body. along the internal canal, without causing much 
ie had jeritation. At length, entering into the rectum, if 


swallowed there begins (from what cause is unknown) to 
excite irritation ; this sometimes ends in ulceration 
of the coats of the intestine, by which that extra- 
neous body is removed from its cavity. And now 
lodging in the cellular substance, which surrounds 
the extremity of the rectum, it there excites a 
‘constant suppuration. In one case of this kind, 1 
found on laying open the sinus, that a long piece of 
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the bone of a goose’s wing lay transversly in the 
buttock. In another case, I saw Mr. Obre, 
extract a small round stone. This latter case was 
not preceded or attended by any urinary distress, 
and the patient got well in the ordinary time after 
such an operation. 

The lower end of the Rectum is subject to an neers 
imversion through its extremity, where it is sur- aii. 
rounded by the sphincter ani. This has been im- 
properly termed Prolapsus ani. For the anus or 
lower extremity of the rectum, remains unmoved How pro- 
from its situation, and unaltered in its connexions sissies 
with the surrounding parts. It is, in fact, the 
portion of the gut immediately above its termina- 
tion, that descends in an inverted state through the 
anus. This inverted portion in time, Increases in 
length. Itis capable of being returned, but is 
however, generally found to descend again on the 
patient’s straining to stool, and sometimes even on 
his using any bodily exertion. This state of the Lag bees 


ble cir- 
gut is often attended with a very remarkable cir- st itis 
cumstance. The patient cannot discharge the disease. 
foeces, unless he suffer the bowel to come out. 
This Morgagni attempts to explain in the follow- 
ing manner : 

“© Tt remains, therefore, that the relaxation of pow 
the intestine must be supposed so considerable, that ie 
descending when pushed down by the excrements, Morgagr' 
ina great number of large ruge laid one upou 


another, it forms something like a yalve; espe- 
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cue as often as being iy eed by any kind of 
artifice, it cannot altogether extend and unfold 
itself, ae by this means give an open n passage to the 
excrements.,’ : 7 
Prolapsus This disease so frequent in children, has been 
pte ascribed to relaxation of the sphincter ani alone, or 


relaxation. tg g relaxation of this muscle, combined with a 


Obejetions relaxed state of the levatores ani. “But to this 
to this é 


opinion. Opinion we shall feel some reluctance to subscribe, 


when we reflect that we have not only no proof 
adduced, of the existence of this state of relaxation 
in the muscles of the rectuny; but that in cases of 
paraplegia, where extreme weakness of all the 
muscles of the lower extremities and lower part of 
the trunk takes place, and even continues for years, 
we yet cannot observe any appearance of prolapsus 
ani manifesting itself, during any part of thisperiod. 
-Itis a true In fact, the disease termed prolapsus ani, ‘is strictly 
| eae an introsusception of the rectum, In confirmation 
the _ of this, we find that in many instances, it has been 
ee tnduced by some irritation of the upper portion of 

this intestine. I have lately had an opportunity 

of examining this disease, in two subjects of about 
Appa years of age. | In both, the protruded bowel 
ceson, was about two inches long. On opening the 
- LSARESE AGA, abdomen, the colon ap ae natural, not at all 
stretehed, without any appearance of its having been 
drawn down into the pelvis. The mesorectum with 
the internal hemorrhoidal artery appeared tense, 
and as if drawn into the prolapsus. 
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On cutting through the outer fold of the pro- 
lapsus, the branches of the internal hemorrhoidal 
artery were exposed to view, and were easily traced ; 


the subject having been previously injected. ‘The , 


external adhered, though not very closely, to the 
internal fold of the prolapsed intestine. 

The finger was more readily passed through the 
prolapsed intestine, when entered from above, than 
when introduced from without. By pulling the 
mesocolon upwards, the prolapsus was much 
shortened, and then it was Gbvious that the portion 
of the gut which had been thus disengaged, was of 
apurpleor red color. This color did not extend 
to a higher part of the intestine.. However, some 
slight marks of inflammation were percepti- 
ble in distinct patches along the gut, up as far as 
the colon. On drawing up and cutting open that 
“part of the rectum, which formed the upper portion 
of the prolapsus, a number of small, distinct, 
round, white ulcers were seen. ‘These were as 
thickly set as they could well be, or as thick as 
‘apthe appear on the tongue. 

The Colon on being cut open, eilhii ted! many 
distinct ulcers of the same size and form; but 
‘not with the same white surface. Around some 
of them an increased vascularity denoted the 
existence of inflammation. ‘The ulcers became less 
deep, and less frequent, and the mark of inflamma- 
tion less strong, as you passed ‘backwards towards 
the cecum, No’marks of inflammation were ob- 
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servable on the external surface of the small in- 
Frequency testines. We may, therefore, call in question the 
this o qe nit se e ° 
disease in Validity of that opinion, which ascribes the fre- 
children, ¥utu AS . . : 
«ot canseq WUENcy of this disease, m early periods of life, to 
by want ofthe want of support from the os coccygis. Will 


Bur by not the extreme irritability of the bowels, at this 
initability C@tly period of life, account for the greater fre- 
_ of bowels. quency of this disease in children ? 

The cure of this disease, is therefore, not te be 
sought for im mechanical contrivanees, for pre- 
venting the descent of the intestine. It is rather 
to be looked for in those means which remove or 

diminish the causes of irritation iu the bowels. 
fae Children are born sometimes with the defect of 
an Imperforated Anus. In some instances, while 
Varieties of UCFE 18 no passage for the foeces im the natural 
Pee direction, they are capable, notwithstanding, of 
being discharged from the body. For the extre- 
mity of the gut opens into the vagina in females, 
and into the urinary bladder in males. In other 
instances there is no outlet whatever for the foeces, 
the intestine terminating by a blind extremity, 
which in different cases, lies at different depths in 
the pelvis, or along the sacrum. Sometimes the 
gut descends so low, that its extremity is covered 
only by the cutis, or by a membrane of no great 
thickness. The precise nature of such cases will 
be indicated by a fullness and tension of this mem- 
brane, in consequence of the pressure of the 


meconium against it, Here an incision made 


4 


THE PELVIS—RECTUM. 163 


through this membrane will be perfectly safe, and I» what 
; ; case ope- 
uniformly successful. In other instances, where rations 
there is no outlet for the foeces, and where the pecan 
intestine terminates higher up in the pelvis, the 
Surgeon will feel himself called on to make some 
effort for the preservation of the child. He will 
therefore make an incision through the integu- Pee" 
| heciys ©” when the 
ments, at the spot which the wrinkled and folded gut does 


: < r not des- 
appearance of the skin, indicates to be the natural cénd near 


situation of the anus, ; he will then, carry his imstru- °° 7" 
ment deeper and deeper into the pelvis. These 
incisions he will carry on m a straight line, because 
he knows that the intestine as far as it reaches, les 
en the face of the sacrum, and that the bone is 
perfectly straight at this period of life. He will 
feel less hesitation in making those very deep Anci- “costanstle 
sions, by recollecting that the bladder does net ed by its 
press backwards on the rectum; but when dis- ge 
tended rises, of a pyriform shape, into the abdomen. 
Therefore he is not in great danger of wounding 
this viscus, after his kmfe has passed beyond the 
region of the prostrate gland. 

It isto be observed, that t1 some cases of male 
infants, although a communication of the gut with 
the bladder, be manifested by the discharge of a 
small quantity of faeces along with the urine, yet 
the condition of the child is not less deplorable, 
than if no such communication existed. For the 
quantity of foeces which is discharged in this way, 
being’ very inconsiderable, the infant suffers the same 
distress, as if no outlet whatever had been given. 
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By the following extract from Morgagni, we 
may learn how feeble should be our hopes and how 
Prog ssis guarded our prognosis in all cases of imperforated 
guarded, @NUS. 
“« Sometimes by introducing the finger per anum, 
— for some little space, which is sufficiently pervious, 
the Surgeon naturally conceives the hopes of a 
successful incision, as if nothing but a kind of 
membrane, which was interposed, cut off this com- 
munication with the upper part of the rectum ; and 
yet this remaining part is in fact no where: but the 
other rectum is an intestine, which being full of 
_foeces, is inflected at a considerable distance from 
the anus to the upper part of the os sacrum, and 
being shut up and firmly connected to that part, 
terminates there. For sometimes the rectum has in 
the whole extent of it no passage at all, but is 
solid like a rope; and sometimes even the whole of 
this intestine is wanting. Wherefore, when any 
other passage is sufficiently open, although at- 
tended with great inconveniencies ; and it is not 
certain, that the rectum comes down so far between > 
the buttocks, that its canal is covered only by the 
cutis, or a membrane of no great thickness ; we 
must not search in that part for what, perhaps, 
terminates in some-other place, as for instance, in— 
the upper part of the vagina. For unless the 
incision penetrates thus far it can have no effect in 
romoving the complaint; and if it does really 
penetrate thus far, two other dangers remain be- - 
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hind, besides that of hemorrage or convulsions. 
One of which is lest the passage formed by 
nature into the vagina, may never be quite closed 
up, notwithstanding the incision: and the second, 
lest that which is opened artificially by another 
way, should from the want of a sphincter to shut up 
the orifice not remove, but double the incon- 
venience, 

But if there be-naturally no exit at all to the 
abdominal fceces, a doubtful method of cure 
ought to be preferred to the certain death of the 
infant.’ ip Speen 5 
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Structuré 
of penis. 


oo ' 


ANATOMY OF THE EXTERNAL 
ORGANS OF GENERATION. 


IT is unnceessary for me to remind you that the 
penis is composed of two cylindrical bodies, the 
corpora cavernosa, which, arising from the rami of 
the ischia, join together at the lower edge of the 


symphysis pubis to constitute one body, terininating 


at the base of the glans. The body of the Penis. 


constructed thus of two eylinders applicd to each 
other must, of course, have along the line of their 
union two grooves, ene en Hs upper, the other on 
tts lower surface. In the former of these the 
trunks of the blood-vessels and nerves are situated. 


Of urethra The lower is oceupied by the canal of the urethra. 


This canal, designed for conveying the urine 
from the bladder, is surrounded in the great- 


est part of its course by a cellular texture, replete 


with blood, and called its corpus spongiosum.— 
‘This commences in the perineum by a bulbous 
swelling, and terminates anteriorly in that di- 
latation called the glans penis. The remaining 
part of the urethra, between the bulb and 
neck of the bladder wants the corpus spongio- 
sum; a portion of which, in the immediate vici- 


a7) 
—) 
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nity of the bladder is surrounded by the pros- 
tate gland. What remains. of the canal between 
the anterior point of the prestate gland and the 
bulb ofthe corpus spongiosum is termed the mem- 
branous part. of the urethra. ; 

We shall now proceed to a more particular 
examination of the struciure of each of these 
parts. 

The skin is connected to a ligamentous covering 
of the corpora cavernosa penis by cellular sub- 
stance destitute of fat; and is continued over the 
glans withoyt being attached to if. Having 
reached to the point of the glans, it turns tiwards, Prepuce, 
and terminates by attaching itself to the body of TS 
the penis immediately behind the base of the 
glans. Between the internal and external portion 
of skin, thus forming the prepuce, a quantity of 
ceilular substance i uuterposed. 

On raising the skin, we find a ligamentous Ligamen- 
membrane, which invests the penis, and which ier mnie 
derived from the suspensory ligament. This liga- 
ment begins about an inch a half above the Suspen- 

sory Jig 
pubis, bs y an origin of nearly an inch in breadth.— men of 
It becomes more thick and raised as it passes P°" 
down over the pubis, and is so wide that some of 
its outer fibres are blended with the fascia lata of 
the thigh, and yet is not sufficiently wide to co- 
yer the abdominal rings. It terminates on each 
side close to the rami of the pubis, by being blen- 
ded with the fascia, covering the adductor muscles 


: . & 
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of the thigh. This ligament where it lies on the 
abdomen, does net possess a perfectly ligamentous 
texture ; for here it is blended with a considerable 
portion of fatty substance. From the abdomen it 
descends along the symphysis pubis, to which it is 
very firmly fixed. Here it assumes a perfectly liga- 
mentous texture. This hgament, adhering by its 
upper edge to the symphysis pubis descends and: 
fixes jiself by its lower edge to the dorsum penis ; 
but it does not cease here, for it can be traced, 
expanding itself over the crura of the penis, and 
the urcthra until it terminates at the base of the 
glans, thus constrtHPing one of the envelopes of the 
penis. | ' 
Structure  E'rom the structure of the prepuce, constituted 
on. “ of two layers of skin, with a quantity of ccllular’ 
tre effects substance interposed, we can easily explain the al- 
caonit. terations which this part undergoes in cases of 
anasarca. | 
For the fluid distending the cellular substance 
will not only contract the orifice of the prepuce, 
put by elongating the skin beyond the glans, will 
cause this unsupported part to assume a tortuous 
form. | 
SR. This elongation and distortion of the prepuce is 
We ne sometimes tadietiye of no inconsiderable obstacle 
| to the discharge of urme. The obyious remedy 
eke for this inconvenience is, occasionally to introduce 
into the orifice of the prepuce, a bit of prepared 
Apne or other substance, which expanding, will 
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enlarge this opening. It is scarcely necessary to 
remark, that in these drepsical habits of body, any 
attempt te unload the cellular substance by punc- 
turing the skin, is attended with much risque. 

Ittoo frequently happens that chancres seated Chancres 
behind the corona glandis, are attended with in- ooh 
flammation and suppuration, which pass backward 
along the dorsum penis. These present a small 
ulcerated surface behind the glans, from: which a 
considerable discharge flows, particularly when 
pressure is applied to the body of the penis. The. 
seat of such inflammation is under the ligauientous these. 
covering of the penis. Sometimes the matter not uae, 
“only burrows under this covering, but even passes pass up on 
up to the pubis, and there forms an abscess, which? ore 
ultimately opens externally. Your knowledge of 
the origin and extent of this fascia will explam why, 
the inflammation takes this course. W hen the ab- course ac- 
scess happens to be seated under the thicker portion rape 
of this ligament, near to the linea alba, and there 1 Pine hae 
opens externally; you might imagine from tts depth, open near 
that it was seated among the abdominal muscles or a 
even undey them. This portion of the ligament is 
here naturally so thick, and’ this thickness is so 
materially increased by the previous inflammation, 
as to cause this deception. 

In some few cases, where these abscesses alone going sit 
the penis and pubis, have been numerous and long es ste 


continued, it has happened that, on their healing, ofthe pe- 
this fascia has becn’ so. contracted as to produce” 
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distortion of the penis when turgid. In such 
mstances, the thickenedand contracted state of this 
ligamentous covering keeps the penis drawn up 
towards the abdomen. ‘This distressing efiect I 
have known spontaneously to wear off, after consi- 
derable lapse of time. It admits however, of a 

How tobemore speedy remedy-: for this purpose, det an 

remeied. incision be made through the hard ridges formed in 
this fascia, and let the edges of the wounds be kept 
separate by interposed dressings. 

In cases of chancres, where rapid ulceratien has 
ae seized on and destroyed the glans peuis,.we, ob- 
peta serve that during the progress of ulceration, ihe 
penis by prepuce inflames, becomes thickeied, anc iucapable 
meieiean being retracted. When the ulceration ceases, 

the prepuce becomes less thick ; and now admit- 
ting of retraction, presents the followiag appear- 
ances :-— 
Prepuce. © Lhe skin of the prepuce is seen covering and 
parts ‘adhering to the extremity of the penis, so as to 
urethra. leave only a small opening corresponding witi that 
of the urethra. ‘The. circumference of this open- 
ing is muon less than that of the healthy urethra: 
so that a considerable obstruction is given to the 
flow of the urine, even at this early period of their 
ea adhesion. We remark also, a very alarming ten- 
the orifice. dency in this small orifice, to contract itself still 
2 more every day, so.as to threaten a complete oblite- 
ration of the extremity of thiscanal. This tendency 


to contraction, appears to be communicated to the 
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other parts of the canal, and thus give rise to Also sives 
strictures of the urethra. A similar union of the stricture. 
integuments to the surface of the stump, takes Similar 
place after amputation of the penis, and is followed ©, af... 
by a like tendency to contraction, and the formation rw tee 
of strictures. Efence we may call in question the 
propriety of that rule which directs us in this 
eperation to retract the skin, in order that we may 
save as much of it as will be sufficient to cover the 
end of the stump. 

The strong membrane which forms the walls of 
the corpus cavernosum penis, sometimes yields so as 
to produce a swelling analogus to aneurism. From Aneuris- 


: mal dilata- 
a knowledge of the structure of the penis, .we are tion of 


prepared for those symptoms which characterise this jey) coum, 
affection, and which have been so accurately laid P's 
down by Albinus, in the history of the ¢ase which 

he relates. ‘The tumor is rather soft, and the skin Symptoms 
which covers it, is as moveable on that as on the i a 
other part of the penis. Whue the penis is 
flaccid, the tumor is smaller and softer, and be- 
comes larger and harder during the state of 
erection. 

In the early part of the disease, the tumor readily 
subsides on the application of pressure; in the 
progress of the complaint it subsides less easily and 
less perfectly. This disease has been mistaken for 
an abscess, and opened by the Surgeon. It is 
scarcely necessary to say, that an attention to 
the preceding history, together with the want of 


Scrotume. 


Effects 
from 
wounding 
any large 
¥Yeines 


Large 
hydrocele 
burst by 
external 
violence, 


ANATOMY OF 


discoloration of the integuments, and of the pointed 
form so characteristic of abscess, will enable us to 
avoid such dangerous mistakes. 

The Scrotum is composed of the skin, under 
which is found a thin Jayer of cellular membrane. 
This envelopes the dartos, which many suppose to 
be of a muscular nature. Between the dartos and 
testicles is found a cellular substance ofa very loose 
texture. This surrounds the testicle in such large’ 
quantities as, by facilitating is change of place, 
enables this gland to elude the effects of blows, or 
other external injuries. We observe a great num- 
ber of veins, and some of these of a large size, dis- 
tributed among the various layers of which the 
scrotum is composed. 

By attending to the vasodlde condition of the 
Scrotum, you may judge what effects.are likely 


to follow, when one of its large veins are cut inthe 


operation of tappmg 4 Hydrocele of the Tunica 
Vaginalis Testis. For when you have closed the 
anterior part of the wound by. sticking plaister, 
the blood may still flow from the wound in the 
opposite or posterior surface of the vein, and may 
insinuate itself widely among the cellular substance 
ofthe scrotum. ‘This wil produce a swelling of 
the scrotum, of a black or livid color, assuming” 
much of the appearance of gangrene. 

Next, you will readily see how it happens in 
cases of old and large hydroceles, that by a blow on 
the serotum, the tunica vaginalis testis shall be 
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burst, and the water of the hydrocele cffused into 
the cellular substance of the scrotum, As this 
must be accompanied by rupture of some vessels 
of the skin and tunica vaginalis, the case will 
be complicated with effusion of blood. ‘The 
swelling thus produced, will assume much of the 
character of gangrene, but net any of the dangers. 
For the effused fluid will be gradually absorbed, 
and the bulk of the parts reduced, nearly to the 
natural standard, while the rent in the tunica 
yaginalis testis, will unite again, and the sac be 
again rendered capable of holding the water which 


still continues to be secreted, into it, and thus the 


disease will agai be renewed. 

The structure of the Scrotum will also: enable 
you to foresee the enormous size to which it may 
be distended, in cases of anasarea, and to which it 
is particularly subject, by its low and pendulous 
situation. This structure too, will enable you to 
judge of the facility with which ingenious imMpos-~ 
tors blow up the scrotwn, for the purpose of 
counterfeiting ruptures. For by a blow-pipe in- 
troduced into a very small opening, made in its 
posterior part, the entire of oné side of the serotum 
is readily inflated, and the part assumes many of the 
appearances of Inguinal Hernia. 
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Petidtum, NOW proceed to dissect the Perineum. Raise 

ae the skin-of the Perineum, extendime the dissection 

it beyond the tubera isehiite the thighs. This ex 

poses to view a strong fascia, which, on dissection, 

Fascia of Will be fouud to cover the entive of the perineum, 

Perinzum. and to blend itself with the structure of the scro= 

tum. This fascia, although on a superficial view 

it appears continvwous with the fescia of the muscles 

ef the thigh, will yet be found, on closegy exami- 

nation, to attach itself very firmly to the rami of _ 

the ischram and pubis. The texture and con- 

nexions of this faseia, will serve to explain many of 

Influence those phenomena, attendant onthe effusion of urine 

fusion of into the perineum, by rupture or ulcéfation of the 
ae posterior part of the canal of the urethra. | 

First, Then you will find that this fluid, when 

so effused, although it forms a tumor in peringxo, 

rarely terminates by suppuration and ulceration it 

this spot ; being here resisted by the dense and un-= 

yielding texture of the fascia, diffusion laterally 

towards the thighs, is prevented by the close at- 

tachment of this fascia to'the rami of the pubis and 

icschium ; while its progress forwards, is favoured 
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by a quantity of cellular substance, interposed he- 

tween the surface of the perineal muscles and this 
fascia. In general, then, we find that the urine Phenome- 
having caused some tumefaction mm perinwo, passes aan 
on ito the scrotum, Here mecting with only a Distention 
very feeble resistance from the lax texture of this rhea: 
part, it quickly distends it to a very considerable 

size. In some instances the mischicf does not 
extend further, for suppuration takes plaw in the 
scrofum, and a quantity of very ficud iluid, com- 

posed of urine and pus, is discharged as soon as the 
abscess spontaneously bursts, or is opened by the 
Surgeon. In other cases, the effused urine con- 
tinues its progress until it arrives at the pubis. 

Here if causes a swelling, which becoming red, yreerat‘on 
tense, and painful, at length ulcerates ; and giving ad a 
exit toa large and foetid discharge of urine mixed 
with pus affords some relief to the patient. As often 

as the patient attempts to pass urine, some of it filters - 
through this opening. In process of time, consi- 
derable sloughs of cellular substance are drawn out 
through it. After this the swelling subsides, the 

orifice contracts, and the disease terminates in an 
urinary fistula. 

{n some cases, besides the opening on the pubes, 

an extensive gangrene seizes on the integuments of 
the perineum or scrotum, During the progress of 
this local mischief, the constitution of the patient Constitut’. 
suffers very materially. He is from the commence- wae Kind 
rent afilicted with severe pain, and.some degree of 
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fever. By the continuance of this, his life is 
brought inte imminent hazard. 
vow By making an incision into the Perineum, in the 
these evils early stage of the disease, the patient will be saved 
isa he .from many of these evils; the painfullness of the 
y an ear 
ly ges disease will be dimin aibhiea the period of its con- 
tinuance shortened; and the ravages of the malady 
confined withim much more narrow and circum- 
seribed tknits, 
oe In cases of abseess in perinzo, the dense, texture, 
fasciaon and unyielding nature of this fascia, will prevent 
hata the fluctuation from being sensibly felt, and will 
- also retard the spontaneous discharge of the matter. 
An early opening made into the abscess, is therefore 
necessary, to free the patient from the protracted 
state of suffering, which the confinement of the 
matter in this situation’ will cause. 
Dissection Before you raise this superficial fascia of the 
ect 2 Perineum, it may be of use to make a transverse - 
mcd. incision through it, midway between the tuberosi-. 
ties of the ischium and the arch of the pubis. This. 
incision will enable you to see the muscles of the 
perineum, lying 1 in their natural:situations. From 
this view you observe, that these muscles are closely. 
a pe joined to each other, that no ihterval exists between 
tween the the erector penis and the accelerator urine. Hence 
en you learn that it is not possible to make your inci- 
sion in the lateral operation for lithotomy, sO as’ 
to avoid wounding some fibres of the erector penis, 


or accelerator urine. However, these muscles will : 
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only be wounded in the direction of their fibres, so 
that the capability of performing their respective 
oflices will not be materially injured. Proceed- aise re 
ing in the dissection, now remove the superficial continued. 
fascia of the perineum, and then clear away 
some cellular substance covering the muscles, so as 
to give a distinct view of them. Next remove- 
these muscles, taking care not to cut another fascia 
which lies under them, and which we shall presently 
examine, under the name of the anterior layer of the 
triangular ligament of the urethra, or membranous 
septum of the perineum. 

The Perineal muscles being removed, the bulb 
of the Urethra is exposed to view. This, you Bulb of 
observe, has its anterior part corresponding to the ‘aia 
angle of the pubis, from which it extends back- Its ex- 
wards onthe perineum, so as to reach nearly to the 
anus. Inthis course it gradually swells into that And form, 
bulbous extremity which lies near to the rectum. 
Press the bulb of the urethra a little to one side 
with the handle of your knife,and then observe more 
accurately, the attachment of this layer OL AMC T iongy- 
triangular ligament of the urethra. It is scen to ohne v 
fix itself to the anterior cdge of the arch of the eon 
pubis, to continue its attachment to the rami of the ments. 
ossa pubis,and tothe rami of the ischia ; the place of 
its attachment being behind that of the crura penis - 
to the same bones. On this ligament we observe 
the bulb of the urethra to rest, and we shall find guty of 
in the septum, a hole for transmitting the membra- "iis f 
nous part of this canal, 
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How to 4 +. ; rede ar mT WV. 
eae The following dissection will enable yeu te 
tie hole hy discover this opening, and te examine more. 
which it 
transmits Satisfactorily the anterior layer of the triangu- 


pean lar ligament of the urethra. Cut across the 
he ipetliva at the distance of an inch anterior 
to the arch of the pubis. Separate it carefully 
from the corpora cavernosa penis, and turn it down 
onthe perineum, In doing this, you must avoid 
cutting the parts too close to the anterior surface 
of the symphysis pubis, lest you cut away the upper 
end of this ligament, in subjects where it is but 
How the thinand-weak. By this proceeding, you discover 
pice that the edges of the opening for transmitting the 
cpening urethra, are continued onwards upon the surface of 


are dispes- 
dof. this canal toa small distance. ‘This attachment 
requires to be separated by the knife; for it is this 
which prevents us frem seeing a2 regular well- 
defined border to this opening. The bulb of 
Bulb of the urethra dees not lie loose and unconnected 
Paine upon the surface of this lig ament, On the 
Note? contrary, you find it to be fixed in this place, and 
connected with the anterior surface of this hgament, 
by an attachment of an almost ligamentous nature : 
so that even the Jargest and most posterior part of: 
the bulb, although it pass backward towards the 
anus, cannot be said to lie loose or pendulous in the 
perinegum. Since then the membranous part of the 
urethra lies so much nearer to the arch of the pubis, 
wee while the bulb passes so far backward in the peri- 
rneum towards the anus; and since our INCISLONS In 
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Hithotomy, should begin at the seat of the mem- tobe 

2 e : weunded 
branous part of the urethra, it follows that we are in Jithote- 
in danger of wounding the bulb, as we carry our" 
mecision downwards between the tuber ischn and 
anus. As it is adviseable that in lithotomy, our 
division of the urethra should commence on the 
membranous part; and as it will afford us much ong 
satisfaction to have our judgment of the depth at knowing 

: a gi : ‘ the depth 
which this hes, guided by some certain rule, we at which 
should carefully study the depth at which the open- urls. 
ing in the triangular ligament les from the surface menit lies, 
of the perineum, | 

We should also carefully observe the height # 
which the aperture in this ligament is situated. place of 
Mark that it is not immediately under the arch of es 
the ossa pubis, but about an inch below it. A ligament. 
strong ligament occupies the space between this 
epening and the inferror edges of these bones. 

This ligament, which may Be called the Pubic »,,,. 
ligament, lies between the layers of the triangular ligament. 
ligament of the urethra. It is about half an inch 
deep, havirg its lower edge thick and perfectly 
straight. ‘This ligament is of great strength, and 
thickness. Hence itis obvious that the membra- 
fous part of the urethra does not lie close to the 
lower edge of the symphysis pubis; its course is 
half an mech below this edge. 

Very shght reflection will convince us that much whence 


difficulty must cccur in making the catheter or (culty 
of passing 
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“ited sound enter mto the anterior part of the membra- 
branous Nous portion of this canal, as it is not only sur- 
nop a rounded by the edges of the aperture in the trian- 
gular ligament, but also Hes sii the edge of the. 
' pubic lig ament. | 
Point of It is against this ligament, and not against the 
— is pubis, that the end of the catheter is pressed, when, 
pressed In attempting to introduce it, the point of the 
a instrument.is turned upwards too early. 
Resistance If in attempting to extract the stone, we should 
Winn withdraw the forceps horizontally, this firm liga- 
in lithoto- ment will oppose a very considerable resistance te 


MmYe 
. ifs extraction. 
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ANATOMY OF THE PELVIS— 
BLADDER. 


NOW turning your attention to the Bladder, _ | 
observe well its form and place. When empty, it Piciic 
presents the form of a flattened oval, its dimensions nie 
from side to side being greater than from front tot” 
back. The lower and posterior part of this viscus 
swells out into a sort of pouch, which rests on the 
rectum. The upper and round end has been called | 
the fundus of the bladder, the middle part, its body, 
and the lower part, its base; the lower part has 
been subdivided into two, the posterior large and 
capacious, ealled the base or lower fundus, and the 
auterlor part narrow and of a funnel shape, called 
the neck of the bladder. When empty, it lies 
within the pelvis; the upper,edge of the ossa pubis 
being on a level with, or above its fundus; the 
anterior surface of the bladder being eonnected 
to the imternal surface of these bones, by a loose 
eellular substance. When the bladder is distended 
with urine, the increase of the capacity is greater at 
its fundus and base than ie body. 

B 
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In a state of distention, the fundus of the bladder 

rises above the pelvis; its anterior surface lies in 

en by contact with the recti muscles of the abdomen, 

distention. While its base descends and rests on the rectum, by 
a broad triangular surface. 

The peritoneum is connected with the 
bladder in the following manner: This 
membrane leaving the recti muscles of the 
abdomen, meets and adheres to the fundus and 

How con. Cdges of this viscus in its contracted state, passes 
See down on its posterior surface, closely adhering to 
teneum. it, until it descends so low as the upper extremity 
of the visiculze seminales ; here leaving the bladder, 
it passes backwards to cover the anterior surface of 
the rectum. 

As it is a matter of great moment to the safe 
performance of some operations on the bladder, 
that you pos-ess a clear idea of the relations of the 
peritoneum to it posteriorly, you should examine 
their connexions here, with great care This will 
be done to, most advantage, by the following 
dissection. “Stybe! | 

Turning the subject on its face, raise the glutei 
muscles from the surface of the sacrociatic liga- 
Howto ments, cut out the lower half of the sacrum, to- 
oe gether with the os coceygis; but do not separate 
this con- this latter from its connexions with the rectum : 
me eut this intestine across at the lower edge of the 

‘remaining picee of the sacrum, lay back the 
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uxtestine, and carefully raise the peritoncum from 

its anterior surface. Now stretching the detached 
peritoneum, you will gain a most satisfactory view 

of the place, and line of its attachment to the 
bladder.—You see that the peritoneum having 
descended to the upper end of the vesicule 
seminales, on each side, attaches itself there 
while it descends. lower in. the interval between 

these bodies: so that its inferior connexion is by a 
semicircular line, the convexaty of which looks 
towards the neck of the bladder. This stage of the 
dissection enables you to obtain a most useful view 

of the relative situation of the vesiculae seminales 

to each other, and to the prostate gland. From it ae ea : 
you learn, that the vesicule semiales lie more paral- vesicule : 
lel, and more close to each other than is generally Ne 
magined; that they lhe in contact with each 

other for some length, before they reach the pros- 

tate gland, that in the interval between them, the 
peritoneum descends very low towards the base 

of the prostate, and that consequently, a small por- 

tion only cf the bladder remains naked, inciuded small 
betweenthe vesicula seminales,the lower attachment ong 
of the peritoneum .and base of the prostate. — putnaked 
Examine now the cepth at which this naked part of 

the bladder lies from the anus, and then judge whe- 

ther it be probable, tuat i: puncturing the bladder 

from the rectum, the instrumen. can be unerringly 


entercd at this spot, or whether it be not more opjections 
to punc- 
turing the 
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bladder 
through 
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probable that it will be pushed through the 


‘therectum anterior extremities of the vesicule seminales, 


Distended 
bladder 
may be 
cut imto 
above the 
pelvis. 


where they lie in clese contact with, and parallel to 
each other. Does not the pain which is felt in the 
glans penis, at the moment of the puncture, tend to 
strengthen this suspicion? Should the operator, 
from solicitude to avoid the vesicule seminales, 
pass the trocar still higher up in the rectum, he 
must then be in gues danger of wounding 
the peritoneum.. 

It is scarcely necessary to say, that you can now 
form an opinion of the length of incision, which 
may be safely made in the lateral operation of 
lithotomy, into this back part of the bladder, from 
the membranous portion of the urethra. — When 
the bladder in its distended state, rises above 
the pubis, its anterior surface being applied to the 
recti muscles, it is plain, that an incision may be 
made into these muscles, without the peritoneum 
being endangered, provided only, that the bladder 
ascend high enough above the pubis. 

Now separating the peritoneum from the walls 
of the pelvis, and w ith the handle of the kmife 
scraping off some loose cellular substance, you 
expose to view a fascia which merits your parti- 
cular study. : 

To lay down a plan of dissections which will 
enable you to obtain a knowledge of the extent, 
relations, and uses of this fascia, 1s all that I can 
pretend to do at present, No verbal description 
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can possibly convey a clear idea of this structure : 
and to add such a number of plates as would be 
necessary to elucidate a description, would raise 
the price of this work, so as to put it beyond the 
reach of pupils. | 

F irst, Observe the extent of this fascia; it is vee 
seen to line the walls of the pelvis, from the sacro- Rarnenting 
sciatic notch forwards to the edge of the symphysis der to the 
pubis. It descends from the ileo-pectinea line, to bates 
about midway inthe depth of the pelvis: here it is 
reflected from the surface of the muscles, and 
applies itself to the prostate gland and bladder ; 
on the body of which it is ultimately lost. At the 
angle of its reflection, this fascia appears particu- 
larly strong and white, but becomes more weak 
and thin, as it lines the muscles and covers the 
bladder. 

This fascia fixes itself into the edge of dich OS 


Manner of 
pubis, on the side of the symphysis, and at a very its connec- 


little height above the lower edge of these bones, a babe 
This attachment is made by a Sointed production 

of the fascia inserting itself into the bone: and 

these productions of the fascia, from their form 

and greater thickness, having particularly excited 

the attention of anatomists, had obtained the name Anterior’ 


P 22 ligaments 
of anterior ligaments of the bladder. i 


The descriptions given of these ligaments Of Former de- 
the bladder, you must now be convinced, were not pawn te 
drawn from the parts lying in situ, but as they eroncous. 


appeared when detache. $0 completely does this 
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fascta conncet the bladder to the walls of the pelvis, 
that it is not interrupted in the interval, between 
what were called the anterior ligaments of this vis- 
his Ge. Je For. here we sce this fascia passing from the 
cia forms a bladder, so far forwards under the symphysis pubis, 
ee wile tT forma small recess or pouch, capable of re- 
eth aaa ceiving the end of the little finger. Now, as this 
production of the fascia advances so far forwards 
and here under the symphys sis pubis, 1t must approach close 
MA al to that which [ have termed the pubic Jigament. 
ligaments. We shall find, however, that it is separated from 
this ligament by the interposition of some veins, 
which take their course in the small interval left, 
between these two ligaments. 
ae This first veiw of the fascia will lead you ie 
bladder suppose, that the membranous part of the urethra, 
oe. the prostate gland, and neck of the bladder, are 
Brae held closely conneeted.to the symphysis and arch of 
sieibra aie the pubis. This opinion will be most strongly 
bound to confirmed by the next plan of dissection. 
sia To make this in the most satisfactory manner, 
eee must saw through both ossa inominata a little 
proceeding above, and behind the acetabula, and cut down ta 
Ao? the middle of the sacrosciatic notch, still retaining 
_the rectuin and os cocéygis attached to the bladder, 
“and leavi ing the levator ani untouched. By making 
this section, you have an easy access to the deepest 
part of the cavity, and you enjoy the benefit of ex- 
amining the connections and extent of the levator 


ani muscle, 
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Now procced to raise the fascia from the internal 
surface of the levator ani. For this purpose, 
make an incision through this membrane, from the 
symphysis pubis back to the sciatic notch, and 
about half an inch above the plece of its reflection ; 
carefully separate the fascia from the surface of the 
muscle, as low down as you can. 

You now observe that this muscle has, as 18 feyato: 
gexcrally described, a very wide origin, commenc- Leis 
ing on the side of the symphysis pubis, and running 
round till it arrives at the spinous proccss of the 
ischium. But the termination and the relations 
of this muscle deserve your serious aitention.— 

In order that you may obtain a satisfactory view of 

them, it will be necessary to dissect carefully its 

outer surface, or that which looks towards. the 
perineum. You find a quantity of fat and cellular 
substance filling up the space interposed between 

the edge of the gluteus maximus and the levator 
ani—a thin fascla more immediately covers the 

outer surface of the levator.. Haying carefully 
removed this fascia, and cleared away the fatty sub- . rics 
stance wiuich lies on the muscle, you sce the noste- posterior 
rior portions of these muscles from the opposite ae 
join together, and constituting but one muscular 

band, which passes behind the rectum ; while the 
largest and most posterior fibres are ultimatels 
attached by a tendinous insertion into the lateral 

parts of the os coccygis.—The portions of these Mow me 


dle fibres 
muscles which descend by the sides of {he end. 


1S8 


How its 
anterior 
fibres end. 
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rectum, are said to terminate by uniting with the 
sphincter ani; however, these fibres rather insert 
themselves between the upper edge of the sphincter 
and coats of the intestine, being morc elosely con- 
nected with the latter. 

The most anterior fibres of the levator ani, pass 
down before the rectum, and are ultimately connected 
with the perineal muscles, at the place of their 
common junction, behind the bulb of the urethra. 
We remark, that these anterior fibres do net 
descend perpendicularly from their origin, to reach 
the perineum; but proceeding downward and 
backwards for the space of one inch and a half 
from the symphysts pubis, loose considerably of 
their museular appearance when they arrive at their 
termination. } | 

These muscles then, while they allow the rectum 
to pass down between them, are united to cach 
ether, both behind and before this intestine; and 
hence they have been said to close the lower aper- 
ture of the pelvis. But as we have scen that they 
extend from the os eoccygis, only to the posterior 
part of the bulb of the urethra, # 1s obvious that 
they do not close the anterior part of this aperture. 
It is therefore necessary for us to examine how the 
interval between the arch of the pubis, ang the 
anterior edge of these museles, is occupied and 
secured, ‘This can be more satisfactorily effected, 
by cutting through the levatores ani transversly, 
about half an inch below their origin, and then 
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raising the lower divisions from the fascia upon 
which they had lain. 

This exposes to our view that ligament which has 
been called the triangular hgament of the urethra, 
or the ligamentous septum of the perineum. The 
important purposes which this ligament answers, 
require a particular study of its structure, extent, _ 
and connexions, 

Let us first examine it as secn from the pelvis. Triangu- 
This ligament then is attached to the arch and 3 hea” 
rami of the ossa pubis, descending along these wethra. 
bones, for the length of an inch and a halt from 
the symphysis, and blending itself with the fascia 
which covers the internal obturator muscles. This 
portion of the ligament is consequently of a triangu- 
lar form, the apex of which is at the arch of the 
pubis; the base stretching across the perincun, 
behind the bulb of the urethra, is not rectilinear, 
but of a crescent form, the concavity looking to- 
wards the anus. Through an aperture in this 
ligament, the membranous portion of the urethra 
passes. This aperture is situated at the distance of 
one inch below the arch of the pubis, and somewhat 
less than half an inch above the lower edge or base 
of this ligament. | 

On the pelvic surface of this ligament. we 
canuot, without further dissection, discover the 
aperture for transmitting the membranous part of 
the urethra. In fact, this ligament does not merely 

C ¢ 
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Produc- 
tions of 
the 


ligament. 
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present itself, as a partition placed in the angle of 
the pubis, separating the pubis from the perineum, 
and transmitting, through a distinct opening, the 
membranous portion of the urethra. On the con- 
trary, we remark, that this ligament is continued’ 
from the place of this aperture, backward along 
the sides of the niembranous part of the urethra 
and prostate; that it adheres very closely to the 
surface of this gland; and consequently, that it 
serves so to connect these parts to the ossa pubis, 
that they must follow the motions of these bones.— 
it is this production of the triangular ligament, 
which some anatomists have described as a str ong’ 
membranous capsule, investing the prostate. It 
is this fascia, adhering firmly to the gland, which 
gives that resistance so sensibly felt, when we are 
dividing the prostate in the lateral operation of 
lithotomy. 

Since this production of the triangular figa: 


- ment is continued i ina very tense state, over the 


sides of the membranous portion of the urethra, it 
is plain, that it secures this portion of the canal 
from being immediately affected by the action of 
the levatores ani. It appears probable, however, 
that this muscle, by its connection behind the bulb, 
can produce some effect upon the membranous 
portion of the urethra, 

Along the lower edge of the triangular ligament, 
we observe an appearance of muscular fibres, 
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which by their direction and attachments, answer to 
Winslow’s description of the inferior prostatic ;,¢..:5, 
muscles, These fibres are certainly not parts of the ss fa 
levatores ani; but it is not equally certain, that 

they are of a truly muscular nature. 

If we attempt i conformity to the custom of 
anatomical writers, to describe all these continous 
fascie, which connect the bladder and urethra to 
the pelvis, as productions of one and the same 
fascia, we might say, that the triangular ligament 
by its outer edges, is fixed into the rami of the 
pubis, and is there continuous with the ligament 
fining the obturator muscles ; that the edges of the 
epening for receiving the membranous portion of 
the urethra, are produced backward along the 
prostate, and having ascended as high as the arch of 
the pubis, it there splits into two laminze—one 
continuing its course over the upper surface of the 
gland and bladder—the other lming the upper 
portion of the levator ani muscle. 

Hitherto we have, for the sake of perspicuity, des- 
eribed this ligament as consisting of one lamina 
only; but that portion which is stretched across __ 
the interval between the ossa pubis, and which area 
separates the perineum from the cavity of the ™"* ‘> 


, a sists of 

pelvis, will be found to consist of two laminz, very See 
ete : A AMIDA. 

distinct from each other—+the posterior being 

that which is visible within the pelvis—the anterior 


that which we have described as being produced 
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upon, and giving a firm position to the bulb of the 
urethra; between these two lamine the strong pubic 
ligament is situated, and between these many blood- 
vessels run. These give to this hgament, when 
divided,some appearance of muscularity, pretty much 


ance to the same with that appearance which the corpus 


this liga. - 


ment. 


pongiosum of the urethra presents, when an inci- 
sion is made into its substance, and tke blood 
removed with a sponge: 
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THIS has long been considered as one of the most 


delicate and uncertain operations which the sur- Difficul- 
geon is called onto perform. It is, therefore, in- operation, 


cumbent on him to make himself perfect master of 
the anatomy of the urethra and adjacent parts—to 
revolve frequently m his mind the connections of . 
this canal, the course which it takes, the mequali- 
ties in its dimensions, and irregularities in its surface: 
without an intimate acquaintance with all these, 
he cannot be supposed to know what may be term- 
ed, the natural difficulties of this operation. To 
tlris study he should add an enquiry into those alte- 
rations in the dimensions or directions of this canal, 
which may be induced either by the disease of the 
urethra or of the neighbouring parts. | 

Let us now take a review of all these points, 
for the purpose of ascertaining the manner in which 
each may affect the introduction of instruments 
into the bladder. 


That portion of the urethra then, which lies Curvature 


anteriorly to the angle of the pubis makes, with the 
portion immediately in this angle an arch, the con- 
eavity of which looks towards. the perineum, From 
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this point, the canal begins to take a direction 
exactly the reverse of the former, for now it runs 
from the angle of the pubis upwards, behind the 
symphysis until it terminates in the neck of the 
bladder. | 

That curvature of the urethra then, which is 
formed anteriorly to the pubis when the penis lies 
flaccid on the scrotum, can. be destreyed, and the 
course of this portion of the canal be reduced to a 
straight line by raising up the penis towards the 
abdomen. In other words, that part-of the ure- 
thra which lies immediately under the arch of 
pubis is fixed, while all anterior to it is perfectly 
moveable ; so that there is no difficulty in bring- 
ing the agterior moveable portion on a line with 
that which is fixed. In short, by holding the an- 
terior part of the penis in a line perpendicular to 


the abdomen, we reduce the deviation of the ure- 


thra to asingle curve, which commencing at the 
arch of the pubis terminates in the bladder, and 
has its concavity directed upwards. 

You should new enquire how far the different 
connexions of the urethra and bladder will admit of 
any alteration in this curve. ~The membranous: 
portion, then, immediately behind the bulb of the 
urethra, is secured in a fixed position, by passing 
through the triangular, ligament of the urethra.— 
The prostrate gland also admits but of slight alte- 
ration of place, except at its base or posterior part.. 
Hence it follows, that the instrument can be passed 


THE CATHETER. 


through the membranous and prostatic portions 
of the urethra only by giving to it a direction cer- 
responding to that of the canal. 

What are the inequalities in the dimensions and 
irregulaties in the surface of this canal, which can 
influence the method of passing ihe catheter? 
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The mucous lacunz of the urethra are said to Natural 


have occasionally presented such large openings, 
that the point of the catheter has passed into some 
of them. If such an occurrence had taken place, 
{ presume it could have happened only when a 
very small instrument had been used.— The canal 
as it passes through the bulb, is somewhat dilated 
and at this spot the instrument ofien is stopped. 
For if the point of the instrument be aliowed to 
glide along the lower surface of the canal, it will 
enter into this dilated part, and cause great em- 
barrassment to a surgeon unacquainted with the 
condition of this portion of the canal. For here 
the canal is not only more wide, but its course is 
such, that a straight instrument entered into it, 


will, if pushed on, pass into the perineum, while. 


that part of the canal which hes in the triangular 
hgament of the urethra, is situated much above it; 
or, in other words, the canal of the urethra, where 


it is covered by the bulb, forms a recess, or species. 
of cul de sac, which is situated below, and even a 


little further back than the outer extremity of the 
membranous part of the urethra.—If, then, a ca- 
theter with the ordinary. curve, be passed into this 


obstacles. 


Mucous 
laczune 


sd Dilata- 
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cul de sac, the surgeon cannot make it enter inte 
the bladder without using very considerable force, 
and inflicting very unwarrantable violence. For, if 
he attempt, by raising the point, to push onwards the 
instrument, he must break through the interposed 
fold or projection of the urethra before he can 
enter the membranous part of this canal ; and if 
he push on the instrument without clevating its 
point, he will force the instrument through: the 
urethra at the end of this recess, and plunge it into 
the perineum, or cven into the space between the 
rectum and bladder. | 

When the catheter has been unfortunately forc+ 
ed through the posterior part. of the bulb, or begin- 
ning of the membranous portion of the urethra, | 
it may be pushed on until it has sunk so deeply 
as to give to the bye-stander an idea that it has 
passed fully into the bladder. A surgeon conver- 
sant with this branch of practice, will be sen- 
sible that the instrument has taken a false route 


by the feel of resistances successively recurring, and 


by the absence of that sensation which he experi- 
ences when the instrument is passmg along the 
smooth membrane of the urethra. Should he 
not be aware of the real state of the case, he will 
be convinced of his error, by the two following 
tests :—-One is, the exquisite pain of which the 
patient complains whenever the surgeon attempts 
to depress the handle, and elevate the poimt of the 


jastrument, This probably arises from the point 
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pressing against the vesicule seminales—The other 
means of detecting this error is, by introducing the 
finger inanum. For, whenthe catheter is lodged 
detween the rectum and bladder, the prostate 
gland cannot be felt, except very obscurely ; at the 
same time, the instrument is found to lie immedi- 
ately upon the coats of the rectum. Should any 
opportunity occur to you in the course of prac- 
tice of examining by the finger in ano, you will 
be surprised at the freedom with which the instru- 
ment can be moved in this newly-formed cavity. 

This natural difficulty at the bulb ef the ure- ppow this 
dhra, may possibly be in some degree surmounted, mye 
by drawing the penis forward, at the same time that avoided. 
the handle of the catheter is depressed. But from 
the fixed state of the membranous part of the ure- 
thra it cannot by such means be entirely removed. 

The only mode of effectually guarding ‘agains$ 

the disadvantage of such a form of the canal is to 

keep the point of the instrument slightly elevated, 

even before it has arrived at the bulb. By doing 

so, you may possibly enter into the membranous part 

of the urethra, without encountering any other 
obstacle ; but this does not generally happen—for Le 
this is the most eritical step of the operation, viz. ticuity 

to pass the instrument from the bulbous into the oo" 
membranous portion of the urethra. The trian- me 
gular ligament of the urethra is of such firmness, urethra. 
that if the point of the instrument deviate even 1n 
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Obstacles encounter in this part of our course are the dircc-: 
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a small degreé, from the axis of the canal, it will 
be felt to rub against the edge of the opening in 
this ligament, and then to pass on quickly. The 
sensation which this obstacle communicaics to the 
surgeon, is sinular to that experienced in passing 
through a stricture, and I fear that some mistakes 
have been committed in practice, owing to this 
sensation.—This point, which is six anda half or 
seven inches distant from the orifice of the ure- 
thra, has been represented by Mr. Home, to be the 
most frequent seat of this discase. This circum: 
stance must have contributed to the number of 
those mistakes. I think it not improbable that the 
edge of the opening in the ligament might even 
make an impression on the point of a soft bougie, 
and thus render the mistake almost inevitable. 

Let us return to the operation of passing the 
catheter. The obstacles then, which we have to 


tion of the canal, and cccasionally a contraction 


wel of produced by the spasmodic action of the levatores 


ani. ‘The fcrmer of these may be obviated by de- 
pressing the handle of the instrument, as much as 
will give to its point a direction corresponding: 
with the direction of this portion of the urethra. 
The spasmodic contraction will best be overcome 
by keeping the instrument steadily in that spot where 
it js stopped by the spasm. 

In compliance with the generality of writers, 
who speak of spasm as one cause of difficulty in 
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passing the catheter, I have mentioned it ; and from 
seeing that this is the only part of the urethra 
where muscles can have any influence, I have 
supposed it to occur here. But I must candidly 
avow, that I have not, ina single instance, felt that 
sort of obstacle which I could safely ascribe to 
spasm of any part of the urethra. 

That enlarged part of the canal which runs in 
the prostate gland, or the prostatic sinus, as some Obstacles 
term it, is next to be considered ; and here more ae 
sources of difficulty are to be encountered than 
you might expect. For the point of the catheter, 
if smd, may pass into that sinus described pee a 
Morgagni, as seated at the posterior end of the 
caput gallinaginis, and this, although the instru- 
ment should move on in the direction of the canal. 
This may be avoided by keeping the point of the 
instrument elevated, and this rule will enable you 
{o avoid another difficulty to which the form of 
the canal here exposes you. For at each side of 
the caput gallinaginis, the urethra grows wider 
and deeper, until you arrive at the neck of the 
bladder, This, the most posterior part of the ca- 
nal, appears still more deep in consequence of the 
neck of the bladder forming a sharp and_ pretty Ridge 
high ridge, interposed between the canal and the or 
bladder. Should the instrument then be moved fold ect 
on either side of the caput gallinaginis along this Bladder. 
‘deepest part, until it reached the furthest extremity 
of the canal, vou must observe, that 1¢ could not. 
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be pushed into the bladder even by then raising 
its point, without forcibly tearing through this 
ridge at the neck of the bladder. . The pain pro- 


duced by such violence, is extremely severe on the 


instant, and its consequences may prove very dan- 
eerous to a patient of irritable habit, You car . 
then pass the instrument along this last portion of 


the canal with facility, by depressing the handle so 


ax to eievate the point m such a degree as will 
enable you to surmount the ridge, formed by the 
neck of the bladder. 

On a review of the various obstacles, and the 
means of surmounting thein, you will observe,. 
that you should keep the urethra gently elongated, 
and should begm to depress the handle, and ele- 


vate the point of the instrument before you arrive 


at the bul of the urethra, that you should from 
this point continue to encrease the depression of 
the handle, and elevation of the point as you ad- 
vance along the canal, and therefore we wight 
simplify all these directions by saying, that you 


_ should begin to‘deseribe a semicircle with the instru- 


ment, from the time the point approaches to the bulb 


until itenters into the bladder ; and should the instru- 


ment at any time be stopped, you: must not push it 
on forcibly, but withdrawing it for a quarter or 
half an inch, elevate the paral and then attempt to 
push it onwards. 

What position of the pakicutg is most favourable 


for this operation,.or should the form of instrument, 
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or the direction of its course be varied, according to 
the different posture of the patient ? 

When you turn to the plates of surgical instru- 

_ ments, it must strike vou as an extraordinary fact, 
that different authors represent their catheters of 
different forms, and with very different degrees of 
curvature. 

‘Fhe form of the Catheter, whieh will probably iia 
answer best for general use, is that, in which the cur- for genera! 
vature beginning at the middle of the instrument, “~ 
describes an arch of a circle of six inches in diameter, 
and terminates at the point. Some have their Cathe- 
ters formed with a beak, extending two inches or two 
inehes and a half, between the termination of the 
curvatare and the point of the instrument. But to Objections 

such a form these objections apply. First, it ismore eae 
difficult to make it enter, next, that when entered, long beak. 
as the water eseapes, the bladder collapsing, falls in 
upon the point of the catheter, by which, mach 
pain is produced, especially if the handle of the 
instrument be moved; and even the end of the 
catheter may be so wrapped about by the lax 
portion of the bladder, as to prevent any more urine 
entering through the opening's or eyes of the tube. 
The suggestions of Camper relative to the eyes of 
the catheter, have been unaccountably overlooked. 
He proposed that the sides of the instrument should 
be perforated to a much greater distance from the 
poimt, by which means a considerable quantity of 
urine might still be discharged, after the opening's 
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near the point had been closed up, by the bladder 
falling in on them. 
Pash The Catheter should not be formed with a greater 
Objections : igs Aan: 
tomuch curve than what is requisite to secure its introduc- 
curvature. tion into the bladder, because if much curved, the 
convexity of the instrument, when introduced, lies 
towards the inferior part or base of that viscus, 
while the apex ts raised up near to the point from 
which the urachus ascends, hence a considerable 
quantity of urine will remain in the bladder, after 
each introduction of the instrument, and this more 
particularly, when the bladder is in a state of 
paralysis. 

To draw off then, the entire quantity of urine 
with an inflexible catheter, we must use one witha 
slight degree of curvature, and with a short beak 
—-and this we must, before withdrawing it, endea- 
vour to sink into the fundus of the bladder—not by 
lowering the point only, for by this movement, the 
handle would be propertionably elevated, and the 
flow of urine impeded, but we must press the whole 
of the instrument downwardstowardsthe perineum ; 
by this means, we sink the anterior part into the 
fundus, as low as the attachments of the membra- 
nous part of the urethra will admit, and remove 
that obstacle which the elevation of the handle 
would occasion, 

The Gum-elastic Catheter accommodating itself 
to the form of the bladder, must have a decided 
preference for drawing off the urine, especially from 
paralytic bladders. 
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id od - : ; ‘ , T) draw 
In cases of Paraplegia, you will find it necessary 9 "| 


to make considerable pressure over the pubis, for paralytic 
the purpose of discharging the last portions oo 
urine ; for without this expedient, you could not 
possibly draw off more than two-thirds of the urine 
with an inflexible mstrument, 

By the way, we may observe, that there is a pe-sSuch cases 
culiar facility of introducing the catheter in cases 47" 

of paraplegia, whether arising spontaneously, or mosteaeily 

excited by injury. And, therefore, the Student 
should select such cases for his firt attempts on the 
living body, | | 

There is a case in which a Catheter of consider- Where a 
able length may be used with advantage—should a ve ld 
quantity of coagulated blood and urine be contained PR" 3° 
in the bladder of a patient, seized with retention of tered. 
urine, itis plain, that the blood will lie in the 
fundus, while the urine occupies the upper part. 
If in such a case, a catheter of ordinary length 
were used, 1t could not pass through the coagulum, 
whereas if a very long instrument were introduced, 
it might pass through the blood, and come into the 
region occupied by the urine, The idea of such an 
instrument was first suggested to me, by observing 
in the case of an old gentleman, that the catheter 
which easily entered the bladder, was always with- . 
drawn plugged up by clots of blood, and yet, ina 
few minutes, a very large quantity of urine and 
blood was discharged, by puncturing the bladder 
above the pubis. If the end of the stilet be sur- 
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rounded with sponge, so as to fill up the eyes of the 
instrument, then these cannot be clogged as the 
catheter is passing through the coagulum ; and the 
stilet being withdrawn, when the catheter has reached 
to the collection of urine, this fluid may be evacu- 
ated. I have not yet had an opportunity of putting 
this instrument to the test of experiment. 
Position of It must be admitted that the form of the instru- 
patient ment is not so material to facilitate its introduction, 
ia abal, as the recollection of the course of the urethra, and 
the manner in which it is altered by the different posi- 
tions of the pelvis. Now as themembranous portion 
of the urethra is closely connected with the arch of 
thepubis, it is obvious that it must follow the motions 
Effects of Of these bones. Hence a more acute angle is formed 
— between the commencement of the membranous 
_ portion of the urethra, and that 1immediateley ante- 
rior to it, whenever the lower edge of the arch of 
the pubis is turned backwards. Now as the arch is 
thrown into this position, by the erectposture of the 
body, it is plain that in this postnre a more curved 
instrument will pass with greater facility, than one 
of a more straight ferm. If we use an instrument 
with the ordinary degree of curvature, we must 
take care to lower the handle very quickly, as we 
approach the bulb of the urethra. When the 
Effects of Patient is laid horizontally with the pelvis raised, 
rH: the axis of ‘the pelvis is made almost to coincide 


with pelvis With that of the trunk. In this position, the pubis 
eee placed nearly horizontally, and consequently the — 
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curve of the urethra is considerably diminished, and 
the course of this canal is brought as near to a 
straight line as can be effected by posture. In such 
a position, the instrument of the ordinary curye 
should not be turned quickly under the arch, by a 
sudden depression of the handle. Such a position 
admits with peculiar facility, the introduction of a 
more straight instrument. When the patient is 
placed horizontally, the instrument of the form 
above described, will pass with the greatest facility, 
and will require only a moderate and gradual 
depression of the handle. 
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ON THE OPERATION OF LITHOTOMY. 


IN nocther operation in Surgery is a knowledge 


ofanatomy of more essential service to the Surgeon, 


Position of 
patient, 


Staff. 


How to be 
heid. 


than in that of Lithotomy. Let us now consider 
how it- will guide him through the yap oe 
of this hazardous operation. 

The patient should be laid on a higher dee 
than that ordinarily used for the purpose : as this 
will allow greater freedom of motion to the 
Surgeon’s hand, and lessen the dangers attendant on 
some of the most difficult steps in the operation. 


~The staff should be of as full a size as the urethra 


can well admit—should have the handle made 
rough, which will enable the operator to hold it 
firmly without much difficulty, Having intro- ~ 
duced the staff, now hold the handle of it firmly 


with the thumb and two forefingers of your left 


hand; this hold will enable you more sensibly to 
feel the point of the knife when it first enters the 
groove of the staff, and (whichis of much conse- 
quence ) will facilitate one of the most difficult and 
important steps of the operation, the lowering the 
handle of the staff. The staff thus held, is to be 
drawn into the arch of the pubis, and then is to be 
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made prominent inthe perineum. Yow are not, 
observe, to hold the handle of the instrument in- 
elined over the right groin of the patient, as is 
generally directed. Let the staff be perpendicular 
to the horizon, let it at the same time be drawn up 
as closely as possible into the arch of the pubis, 
with its convexity bulging out in the perineum. 
_ Ifyou take care to keep the staff well up into Seae 
the pubis, you will be secured against its slipping holding 
out of the bladder ; you will cheeeby anlvitiavectans™ 
from being wounded ; and you will avoid all risque 
of injuring the pudic artery. Ina word, you will 
by attending to this simple direction, render the 
different steps of the operation, easy and certain. 
Then kneeling on your left knee, hold the staff ate of 
this position ; and if you wish to render the right °"2°"" 
hand more steady, rest your right elbow upon the 
corresponding knee. 

Vhe staff being thus held, you now feel for the 
arch of the pubis with the forefinger of the right 
hand, and a little below this spot you commence 
your external incision, close to the left side of the ere 
raphe, and continue it obliquely, so as to pass 
midway between the tuberosity of the ischium and 
the anus. This first incision you will make, not 
with the point, but by laying the bellying edge of 
your knife fairly tothe perineum. The integu- 
ments will then fly asunder ; their natural elasticity 
being aided by the divarication of the perineum. 
In the same Jine with this, you are to make your. 
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ati s¢cond incision, eommenecing it half an inch below 
the upper end of the first; carry it deeply into the 
perineum, by it you will divide the transversalis 

- perimel,.a few fibres of the sphincter ant, a few fibres 

also of the transversalis perinei alter (if present), 

a portion of the levator ani, and a portion of the 
higamentous septum of the perincum ; taking care 

that your second shall be nearly equal in length 

to your first incision. Now enter your knife inte 

the groove of the staff, which you will readily accom- 

plish, if you recollect that your incision is to open 

ee the membranous part of the urethra—that this part 
fix on the Of the canal passes throug: the ligamentous septum 
Peo you ef the perinzum, at the distance of one inch below 


should the arch of the pubis, and two inches above the 
enter the 


groove of tuberosity of theischium. Attention to-these points 
the staff.. P : , oe eee oe 
will dizect you to the height in the perineum, at 
which you are to enter imto the groove of the staff. 
The depth at which this ligament lies from the 
surface, may be ascertained by attending to. the full- 
ness of the ‘perineum in each individual, and 
recollecting that it is attached to the rami of the 
pubis behind the crura of the penis, 
Why 80 It is the more necessary for you to bear these 
ae oenee anatomical facts im your recollection, because the 
certained. deeper parts of the perineum do not recede 
when divided. On the contrary, in ‘corpulent 
subjects, even the knife is concealed from your 
view, by the edges of the wound falling together, 
as soon as it has passed threugh them, 
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Therefore holding the knife horizontally, you 
will push it forwards, and a little towards the right 
side of your patient, taking care to enter it, not at, 
but a little below the upper extremity of your 
external incision. As you perceive the point of the 
knife grating on the stafi, move it from side to side, 
that you may be sure of its being in the groove, as _ 
you might be deceived, were you to rely mercly on eens 
the rubbing of the knife against the staff; when ae 
thus assured that your knife is fairly lodged in the rate 
groove, you are to bare it for about a quarter. of an 
itch; this is to be done while the staff continues to 
be held perpendicular, by moving the knife in the 
same perpendicular direction. If you do not lay bare Necessity 
so much of the staff before you attempt the division 
of the prostate gland, you will have to excounter - 
many and most insuperable difficulties, of which 
we shall speak when we come to deseribe the division 
of the prostate—one however,may here he noticed, viz. 
the resistance given to the knife by the levator ani 
and the triangular ligament, and by that hgamentous 
structure which envelopes the membranous part of 
the urcthra. Having thus divided a portion of the 
membranous part of the urethra, you now proceed 
to the most. difficult part of the operation, viz. the 
division of the prostate gland and the neck of the 
bladder on its left side. To effectthis, you mustalter 
the position of your mstruments ; because you know Division 
ihat the direction of the parts now to be divided, °° 
is very different from the direction ef these through 
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eae which you have already cut. ‘For you are now to 
to the in- divide parts which lie behind the arch and symphysis 
PO Bite pubis. Wherefore, while you hold your knife hori- 
zontally inthe lower part ofthe incision inthe urethra, 
you should now bring the handle of the staff down 
towards yourself, by aah te it move on the point 
of your knife as on a pivott, and at the same time 
keeping its coneayity elose up to the arch of the 
pubis; by this movement, the back of the knife, 
instead of the point, comes to be lodged in the 
groove of the staff, and the beak of the latter is 
Torun the directed upwards. You’ will experience but httle 
me the difficulty in running the back of your knife along 
sre’ f the groove of the staff; if you but recollect the 
direction mte which this last movement has 
thrown the staff, viz. that it has lodged it 
immediately behind the arch of the pubis, and 
therefore, in order to give a corresponding direction 
to your knife, you must depress the handle of it, 
lowering yeur right wrist by throwing back your 
hand, and then pushing the knife on in the groove, | 
taking especial care that you lower the wrist as 
you push on the knife. 
Lateralize . I should have observed, that hefore., you begin. 
the knife. tq push your knife on along the groove, youshould 
incline its edge a little towards the left ischium, 
that you may divide the prostate gland on the left 
side. You will be sensible that your kmfe has- 
entered the bladder, by all resistance being rome ved 
and by the sudden flow of the-urine. 
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i have said that it is a matter of the greatest im- 
portance to the successful, and indeed to the safe 
performance of this operation, that a considerable 
portion of the membranous part of the urethra 
should be divided before the staff is depressed, of 
that incision commenced, by which the prostate and 
neck of the bladder are to be divided. Fer, if you 
have entered your knife into the urethra, high up ia 
the perinwum ; and while the pot of the kniic i 
lodged there, should depress the staff, and attempt the 
division of the prostate, you will have to make it 
describe a portion of a circle, at the time that it is 
dividing very resisting parts. | 

Nothing can ‘be more unsatisfactory to the 
operator, than the feel, when he attempts the 
division of the prostate, where he has entered the 
knife too high in the urethra, He feels as if the 
parts had not fully yielded, or deed as if they had 
not yielded at all ; and yet he is conscious that the 
degree of force which he uses, cannot be continued 
without the danger of throwing the knife altogether 
out of the groove of the staff, and plunging it far 
forwards into the cellular substance, between the 
bladder and rectum, or of sinking it into the rectum 
if the point should be at all depressed; so that the 
knife used in this manner, is productive of all the 
dangers, and liable to many of those objections 
which apply to the gorget.—Should the knife, on 
the contrary, be used in the manner here directed, 
you will not experierce any resistance to the pro- 
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gress of it, except what you may naturally expect 
from the texture of the parts to be cut; and you 
have, in the complete absence of all resistance, the 
most satisfactory proof of the division Labi fully 
effected. 

You may remark here, that I have Bete you 
to run the back of the knife slightly lateralized, 


along the groove of the staff, and would wish you 


Shape ‘of 
knife, 


How to 
withdraw 
the knife. 


to have no other object in view, when performing 
this movement. For 1f you accomplish this, the 
prostate and neck of the bladder must at the 
same time be divided. 

The breadth of your knife may, in every instance, 
be determined by this rule; use one of such breadth, 
that when lodged in the groove of the staff, r shall 
be nearly equal to the diameter of the canal of the 


urethra, and thickness of the prostate gland: a 


knife of this breadth, and with its cutting edge, 
not above one inch long, will freely divide all 
those deep seated parts, which are to be divided, 
and from its dimensions and form, cannot possibly 
divide the other parts in the neighbeurhoed if used 


the manner here directed. 


Let us suppose the incision to be made into the 
neck of the bladder, the knife is now te be with- 
drawn, by drawing its back a little way along the 
groove of the staff ; and then by lowering the kmife 
as you come out, such of the external parts as have 
not been sufficiently divided, can now be cut to the 


Hecessary extent. Here your knowledge of the 
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wide flat pouch, formed by the rectum at this io 
part, will prevent you from carry ing your knife too wounding » 
low down, before you have withdrawn it a little, Bex des 
lest you wound this intestine. Now examine the 
state of the incision with the index finger of your 
vight hand, and if any bands of undivided cellular 
substance lie across the wound, break them down 
with your finger. You now take the forceps with 
the handles lying on the same plane, and by intro- fitroduce 
ducing them, inclined from below upwards 0 Med 
forwards, in the direction of the axis of the pelyis, 
you push them into the bladder, guiding them by 
the staff which you still hold, with its handle 
depressed. | 

This step of the operation requires a good deal oe 
of care; for, were you to enter the arate hori- ch ok che 
zontally, you run the risque, or rather you will operation. 
scarcely avoid the danger of pushing the instrument 
into the cellular substance between the rectum 
and bladder, however, complete your division of 
the neck of the bladder may have been. For the 
edges of the wounded levator ani contracting, 
expose this interspace, which now feels as a cavity, 
in consequence of the retraction of all that cellular 
substance which les between these parts. The 
forceps being introduced, you now withdraw the 
staff, and standing up, you search for the stone. 
When you have laid hold on. the stone, proceed to Direction 
extract it, by withdrawing your instrument in the he oS 
direction of the axis of ss pelvis, Viz. from above , ipa e 
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downward. If you attempt to withdraw the forceps 
in a horizontal direction, the stone, if large, must 
mjure the urethra, by pressing it against the pubic 


, ligament, and the arch of the pubis, nor can room 


When 
stone is 
broken 
into frac- 
ments, 


be gained in this direction; a slight pressure to- 
wards the right side of the patient, may gain some 
little room ; but it is only in the AS oi above- 
mentioned, that you can gain any material room, 
and this too, without inducing any contusion of the 
soft parts. 

_ When yon introduce the finger to try for a 
second stone, be careful not to mistake, for the 
cavity of the bladder, the space interposed between - 
it and the rectum. 

If the stone has been unfortunately broken into 
small pieces by the forceps, you should endeavour 
to wash them out, by throwing tepid water into the 
bladder, with a large syringe, armed with a pipe 
three or four inches long, In performing this, you 
must also he careful to pass the pipe completely 
into the bladder, and not to mistake for its cavity, 
the space between it and the rectum, to which we . 
have so often alluded. Some leave these fragments 
to be discharged with the urine; but this is ob- 
jectionable, because although they may have fallen 
down towards the fundus of the bladder, yet they 
may be prevented from escaping, by the inflamma- 
tion and swelling of the lips of the wound; and 
while those fragments are allowed to remain, the 
patient suffers to a a considerable degree, that series 
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of distress, for the removal of which, he hal sub- 
mitted to the operation. 

This, in point of the number of instruments em- 
ployed, is the most simple mode of performing the 
lateral operation for Lithotomy. It is the only 
mode that should be practised on children under 
six or eight years of age; because in them the 
urethra is toosmall to admit of the introduction of 
the instruments hereafter to be described, without 
danger of lacerating this canal, At the same time 
we must admit, that a more accurate knowledge of 
the anatomy of the parts, more dexterity in the use 
of the instruments, and more constant practice in 
this particular operation, than fall to the lot of 
Surgeons in general, will be required, to enable the 
operator to execute it with confidence in himself, 
and security to his patient. | * 

By using two more instruments, this operation can The tate. 
be performed with much greater facility, and with '! orera- 


such security, that few accidents have occured Mr, Peile's 
during the operation, and still fewer instances of a — 
fatal event, since this mode of operating has been 
generally adoped by the Surgeons of this City. 

The additional instruments required are, a Instru- 
straight conductor and a knife, which is called the shen i 
Lithotome. These instruments had originally been 
invented by Mr. Daunt, an eminent Surgeon in this 
city; they were improved by the late Mr. Dease, 
and owe their present perfect form to the ingenuity 


of Mr. Peile. 
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The first steps of the operation are the same as 
those above described. The position of the patient, 
the mode of holding the staff, of making the ex- 
ternal incision, and of laying bare the groove of the 
staff, correspond in every particular, and therefore 
it is unnecessary to describe them here. The rules 
tobe observed in the part of the operation to be per- 
formed by Mr. Peile’s instruments are as follow :— 
The staff being laid bare, and the surgeon being 

Directions 

‘forthis ‘assured, by moving the knife from side to side, that 
eae iis point is ledged in the groove, must now bring 
down the handle of the staff towards himself, mak- 

ing it move on the point of the knife as ona pivet; 

by this motion the back of the knife is sunk into 
the groove. You now divide the membranous part 

of the urethra, and the anterior point of the prostate 

~ gland. This you effeet by lowering the wrist while 

“you move the knife onwards; taking especial care 

to make the back of the knife run in the groove, 

which can only be done by lowering the wrist in 
proportion as the knife is pushed Fie ais: The 

knife you now withdraw, retaining the staff in the 

present position. Next take up the conductor, 
pen ss catching a firm hold of it, by applying your fore-. 
conductors finger along its stem, while the remaining fin- 
gers embrace its handle; enter its beak, into 
fine groove of the staff, you ascertain that it 

is fairly lodged by moving it from side to side ; 
and then lowering the right wrist, run it along the 
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staff, taking care to lower the wrist as you push 

the director forwards, until you have introduced it 

fairly into the bladder. The urine now flows along 

the groove of the conductor, assuring you of your 

success in this step. You now withdraw the BLT githdray 
by moving up the handle towards the abdomen of ae ee 
the patient, at the same time that you arc drawing 

it out of the urethra, the conductor during this 

time being held immovable. Now rising off your 

knee, stand between the legs of the patient, and 
passing the two first fingers of your left hand into 

the ring, while your thumb is pushed against the 

handle of the instrument, raise it up as high as Howto 
possible into the arch of the pubis. In He posi- eae 
tion you carefully hold it, as by this alone can a 

wound of the rectum be avoided. Now holding ie we 
ihe lithotome between the thumb and two fingers of used. 

the right hand, lay its beak on the lower edge of the 
grooye, and pushing it on, until its point has got 

to the external incision, give it the necessary degree 

of obliguity or lateralization, as it is termed ; by 
turning the groove of the conductor more or less 
towards the arch of the pubis. Having determined 

onthe degree of lateralization which you judge 
necessary, now push on the knife, running it close 

and parallel to the conductor until it is stopped at 

the point of the conductor. Withdraw it cauti- 

ously, by bringing it back again along the grooye. 

By this means, the division of the prostate i 
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effected with the slightest possible force, for. the 
operator is scarcely sensible of any resistance from 
prostate, and judges that it has been divided—not 
so much by his having overcome a certain degree 
of resistance, as by the knife having reached to the 
: end of the groove. 

Advanta- he great advantages of this ntode of operating 
Dae ie are, that any man who can lay open the urethra on 
eperating the grooved staff, and has dexterity enough to intro- 
duce along it the straight conduetor into the 
bladder, will certainly guard against dividing the 
rectum, will be enabled to give his knife the re- 
quired lateralization, which is secured without 
any further dexterity in making the incision, and 
therefore, he will be able to avoid in every instance, 

the division of the internal pudic artery. 

Having withdrawn your lithotome, run your 
finger along the conductor into the bladder, to 
satisfy yourself of the extent of the incision; but 

Howto suould you find that the prostate is not sufficiently 
inane divided, introduce the same lithotome again, now 
prostate. keeping the handle depressed below the stem of 
the conductor. The division of the gland will be 
increased in proportion as the handle of the knife 
is depressed, and thereforé you can regulate the 
movement of the cutting part of the knife, merely 
by observing the direction of its handle. Now in- 
troduce the forceps guided by the conductor, but 
passed from below upwards, or ina line correspond- 
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ing with the axis of the pelvis, and conduct the rer 
mainder of the operation as already described. 


END OF PART FIRST. 
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